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ACUTE OTITIS MEDIA IN INFANTS AND 
YOUNG CHILDREN 
JOHN J. McLOONE, A.B., M.D., F. A.C.S. 
Phoenix, Ariz. 

(Read before the thirty-eighth annual session of 
th: Arizona State Medical Association, held at 
Prescott, April, 18-20, 1929.) 

The above caption denotes a disease of 
practically equal importance and concern to 
both the general practitioner and otologist. 
The pediatrician and general practitioner are 
often the first to become aware of pathologi- 
cal middle ear involvement arising during 
the course of treatment of other diseases of 
early childhood. Another factor adding to 
the general interest is the important part 
played by the middle ear and adjacent struc- 
tures in the various parenteral infections. 

For the purpose of this discussion, the pe- 
riod of infancy and early childhood would be 
placed from birth to the time when the in- 
fantile mastoid begins to show certain char- 
acteristics of the adult type, which is about 
the age of two. The anatomical peculiarities 
of the middle ear and mastoid of infants are 
such as to render these structures more lia- 
ble to bacterial invasion and _ frequently 
make obscure the typical clinical picture of 
nitra-tympanic disease. 

The infantile middle ear is in close rela- 
tionship to the nasopharynx on account of 
the short, wide, and patulous Eustachian 
tube. Hence, it is obvious that since nearly 
all middle ear inflammations take place by 
way of the Eustachian tube, infections of 
the upper respiratory tract, such as sinusitis 
and tonsillitis, are more often the causes of 
middle ear disease in the young than they 
are in adults. On the other hand, this same 
anatomical configuration of the Eustachian 
tube lends itself readily to intermittent 
drainage of the tympanic cavity and, for a 
time at least, may obliterate those changes 
in the drumhead which characterize pus 
retention in the middle ear spaces. The in- 
fantile drumhead is comparatively more re- 





sistant than that of the adult. This con- 
dition, together with the presence of re- 
dundant folds of mucous membrane in the 
attic and aditus ad antrum, favors pus re- 
tention with a resultant necrosis. 


According to Kopetzky', the susceptibility 
of the young to infectious diseases and their 
frequent complications by middle ear infec- 
tion is readily explained if one bears in mind 
the analogy between the embryonal devel- 
opment of the tubotympanum and the upper 
respiratory tract. “In these diseases the 
bacteria, exhibiting their inherent selective 
action in determining the type of tissue they 
are prone to attack, find similar tissue in 
the lungs and middle ear, and hence the ad- 
ditional factor due to the immaturity of the 
auditory apparatus. The embryonal tissue 
in the middle ear and mastoid process, which 
is still undergoing developmental changes, is 
readily subjected to bacterial invasion and 
undergoes rapid disintegration. These fac- 
tors are reinforced by the greater vulner- 
ability of the infant’s nervous system, de- 
noted by the tendency to convulsions and 
the relatively slight resistance of the grow- 
ing infant’s body to the effects of general 
intoxications produced by the entrance of 
toxins into the general circulation.” 


There is usually a history of a preceding 
or concomitant sinusitis or tonsillitis. Pneu- 
monia, bronchitis, measles, and whooping 
cough are also important etiological factors. 
Otitis media in young children is occasional- 
ly seen as a complication of diphtheria or 
chicken pox and less frequently following 
scarlet fever as the latter disease does not 
often attack the very young. 


In my experience the greater number of 
acute middle ear infections in infants and 
young children occur during the influenza 
epidemic. Regardless of the type of general 
disease present, there is almost always some 
involvement of the upper respiratory tract, 
in the form of a rhino-pharyngeal infection. 
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Chronic sinusitis and repeated attacks of 
tonsillitis are the usual predisposing causes 
of intratympanic disease. 


Bacterial findings of middle ear inflamma- 
tion, together with the patient’s resistance, 
are often deciding factors in the subsequent 
course of the disease. This is especially 
true when the vitality of the patient has 
been lowered by a previous, exhausting ill- 
ness. The streptococci, particularly when 
occurring in influenza cases, are most insid- 
ious. The finding of these organisms in the 
middle ear discharge and a daily rise in 
temparture which does not disappear after 
a reasonable time, is frequently an indica- 
tion of surgical mastoiditis. Necrotic 
changes produced by pneumococci of the 
virulent type will in many cases result in 
a well defined mastoid involvement. Often 
only a moderate infection is produced by 
staphylococci. However, after the otitis is 
well established, we are frequently unable 
to demonstrate the true offending bacter- 
ium. Staphylococci alone may show in the 
aural discharge while the more virulent or- 
ganisms, such as the streptococci and pneu- 
mococci, remain hidden among the recesses 
of the antral mucosa. It behooves us there- 


fore in these cases to exercise due vigilance 
for the appearance of contributory signs of 
complicating mastoiditis. 


The frank case of otitis media presents 
little difficulty in diagnosis. We usually 
have the history of a sinusitis, tonsillitis, or 
one of the infections or exanthematous dis- 
eases of childhood. The patient is frequent- 
ly undernourished and debilitated as a re- 
sult of a preceding illness. In the infant, 
the presence of acute otitis media should be 
suspected when there is fever and pain 
without any other demonstrable cause. Such 
a child is irritable, refuses to take food, and 
is extremely sensitive to the slightest pres- 
sure near the ear or mastoid. Older chil- 
dren are prone to scratch the ears and fre- 
quently place the hand over the affected re- 
gion. However, in another class of cases, 
typical signs, except a slight fever, may be 
entirely absent. 


It is very important to examine the ears 
of all infants and youug children, not only 
when infectious diseases are present, but in 
all cases where pain or fever is noted that 
is otherwise unexplainable. In fact when 
the child is sick from any cause and exhibits 
signs of a general toxemia, it is well to ex- 
amine the ears routinely. Not infrequently 
middle ear disease is entirely atypical and 
exhibits no special symptomatology. This 
is especially true in the young on account of 
the permeability of the Eustachian tube 
which affords ample means for drainage of 
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purulent secretions from the affected area. 
In a certain number of cases it is only by 
making a careful aural examination that we 
can ascertain the presence or absence of in- 
tratympanic involvement. This procedure 
is not always as feasible as it might seem, 
and if done in a perfunctory manner with- 


-out due regard to certain anatomical forma- 


tions in the infantile tympanic membrane, 
as well as certain pathological changes pe- 
culiar to young children, an otitis of long 
standing might easily be overlooked. 


In very young children, the obtuse an:le 
of the drumhead renders more difficult the 
recognition of the presence of a myringitis. 
There is frequently a narrowing of the ex- 
ternal auditory canal, which becomes more 
accentuated if spontaneous rupture has tak- 
en place, resulting in epidermal deposits. In 
the average case, before perforation has tak- 
en place, the otoscopic examination will re- 
veal a drumhead markedly congested and 
bulging, in whole or in part. There may be 
only a slight redness in the region of Shrap- 
nell’s membrane, or along the handle of the 
malleolus. The tympanum may present 
merely a pinkish or yellowish discoloration 
with partial or complete obliteration of nor- 
mal landmarks. It is the appearance of this 
latter type of pathological tympanic mem- 
brane that is apt to mislead the less careful 
observer. Symptoms of general infection 
may be apparent with only sparse manifes- 
tations of middle ear involvement. Hence 
we should always make a careful search for 
the slightest departure from normal in the 
appearance of the drumhead. 


In all cases of acute otitis media, sponta- 
neous rupture of the drumhead should be 
anticipated by a free and early incision. 
The neglect of this procedure may be 
one of the chief determining factors 
in the causation of acute mastoiditis and 
the prolongation of other infections 
pecially if the child’s resistance is low and 
the invading organism is of a high degree of 
virulence. A paracentesis, or simple punc- 
ture of the drumhead, is not sufficient to 
give proper drainage of the tympanic cavity. 
For the opening of the tympanic membrane 
it is our practice to use general anesthesia, 
preferably nitrous oxide or ethylene gas. 
General anesthesia eliminates the pain of 
the operation, and greatly facilitates a de- 
tailed examination of the drumhead, en- 
abling the operator to make a more effect 
ive incision. Slight suction is immediately 
used to remove the accumulated secretion. 


The clinical relatjonship between acute 
otitis media and gastro-intestinal distur)- 
ance in the young has been, during the past 
few years, a subject of renewed discussion 
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and interest among both otologists and ped- 
jatric‘ans. McKim Marriot’ and _ his co- 
workers have reported a considerable num- 
ber of cases in which, following a slight 
rhino-pharyngeal infection with middle ear 
involvement, there resulted a loss of weight 
with fever, and at times diarrhea and vom- 
iting. Where it was possible to clear up the 
infection by local treatment and myringot- 
omy there occurred simultaneously an im- 
provement in the child’s general nutritional 
condition with subsidence of the gastro-en- 
teric involvement. Mitchell et al.*, in con- 


cluding an interesting paper on this subject, 


offer the following observations:- 

(a) The gastro-enteritis might be caused 
by middle ear infection; 

(b) The middle ear infection might be 
caused by the gastro-enteritis; 

(c) Gastro-enteritis and middle ear infec- 
tion might result from the same cause, or 

(d) Gastro-enteritis and middle ear infec- 
tion might be independent but co-existing 
infections. 

There is no doubt that a certain number 
of cases included in the cholera-infantum 
syndrome can be directly traced to infec- 
tious processes in the middle ear. It can- 
not always be determined with certainty 
whether the diarrhea followed or preceded 
the intratympanic suppuration. Infants 
whose nutritional condition is poor are es- 
pecially susceptible to purulent inflamma- 
tions of the middle ear, as well as to gastro- 
enteric disturbances. The lowered resist- 
ance produced by the diarrhea favors the 
rapid progress of the ear infection, with re- 
sultant absorption of toxic products. Strik- 
ing proof, however, that in at least a fair 
percentage of cases the middle ear infec- 
tion is primary to the intestinal derange- 
ment, lies in the fact that the latter con- 
dition subsides after proper treatment has 
been instituted and the condition of the ear 
remedied. 

In view of the clinicai evidence at hand as 
to the above relationship, it is important to 
elicit a detailed history and to ascertain the 
presence or absence of recent mastoid or 
middle ear involvement. Not infrequently 
in this class of cases there are but few signs 
of middle ear infection, and unless a very 
careful examination is made, the ear might 
not be suspected as the cause of the syn- 
drome. The otologist, pediatrist, or general 
practitioner should cooperate in order to 
evaluate properly the various elements of 
the clinical picture, and also to determine 
the degree of causation a middle ear infec- 
tion might bear to the gastro-enteric dis- 
turbance. 

CONCLUSIONS 


1. Chronic sinusitis and repeated at- 
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tacks of tonsillitis, especially in the presence 
of the exanthemata, are the most frequent 
etiological factors of otitis media in young 
children. 

2. The bacterial findings, especially if 
they are of a high degree of virulence such 
as the penumococcus or hemolytic streptoc- 
occus, are often the deciding factors in the 
subsequent course of the disease. 

3. Even in the presence of symptoms of 
general infection there may be present only 
sparse manifestations of middle ear involve- 
ment. 

4. Where indications exist for opening of 
drumhead, a free and early incision should 
be made. Paracentesis, or simple puncture, is 
usually without result. 

5. In all cases of gastro-enteritis in the 
young, the middle ear and mastoid should be 
cerefully examined in order to establish pos- 
sible etiological factors. 
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THE DIFFERENTIAL DIAGNOSIS OF 
THE COMMONER DISEASES OF THE 
GASTRO-INTESTINAL TRACT. 
FRANK J. MILLOY, M. D. 

Phoenix, Arizona. 

(Read before the Thirty-Eighth Annual Meeting 
of the Arizona State Medical Association, in Pres- 
cott, Ariz., April 18 to 20, 1929.) 

In the consideration of the more common 
diseases of the gastro-intestinal tract, three 
conditions present themselves at once: pep- 
tic uleer, appendicitis and cholecystitis. On 
account of the particular geographical loca- 
tion and climate of the Southwest, two other 
conditions must be considered also: tubercu- 
lous enteritis and intestinal amebiases. And, 
of course, to all these must be added gastro- 
intestinal cancer. 

Uncomplicated peptic ulcer, as a rule, is 
characterized by a very definite and clear- 
cut distress syndrome: 

(1) Distress or pain coming on from one 
to three hours after meals. 


(2) Distress relieved by ingestion of 
food. 
(3) Distress relieved by the administra- 


tion of alkalis. 

(4) Distress associated with free hydro- 
chloric acid in the stomach. 

(5) Distress that is absent when the 
stomach is empty. 

A diagnosis of ulcer must coincide exactly 
with this syndrome. With any discrepancy 
—for example, if the distress does not com- 
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pletely disappear after taking food or soda 
into the stomach—extreme doubt arises as 
to the presence of ulcer. The usual error is 
failure to recognize multiple pathology. 
Fifteen per cent of all peptic ulcers have an 
associated cholecystitis. By careful ques- 
tioning of patients, it is often possible to 
elicit a perfect ulcer history and also the 
characteristic symptomatology of gallblad- 
der disease. Ulcer histories are character- 
ized by periodicity, while gallbladder pa- 
tients are more liable to be subjected to a 
continuous train of symptoms. With recent- 
ly improved x-ray diagnostic procedures, the 
diagnosis of ulcer and gallbladder are fre- 
quently made on the same subject. With this 
in mind, may we not explain a great many 
of the so-called medical failures of ulcer 
treatment? The most likely explanation of 
failure of medical treatment of ulcer is that 
no ulcer is present. However, it is almost 
as utterly impossible to cure the ulcer pa- 
tient who has an associated chronic appendi- 
citis or cholecystitis. The ulcer is almost 
certain to be aggravated by this contiguous 
infection. 


Occasionally we have patients who have 
been proven ulcer cases and have been on 
ulcer management until they have been dem- 
onstrated to be healed, return with typical 
gallbladder disturbance. And not a few 


times have we had patients who had defin- 
itely pathological gallbladders and appendi- 
ces removed, return after a period of per- 
fect health, with a definite ulcer history. 
It has been said that the appendix is the 
tonsil of the abdomen. Pediatricians tell us 


that appendicitis is common _ in children. 
This seems plausible because the appendix 
is a lymphoid structure, and this tissue is 
prone to hypertrophy during childhood. Sta- 
tistics show now that the average time of 
duration of symptoms in patients coming to 
operation for relief of chronic dyspeptic con- 
ditions, is twenty years. As appendectomies 
are being performed so much more frequent- 
ly during this period, it will be interesting 
to note how often upper gastro-intestinal 
pathology occurs in these people who have 
had their appendices removed in youth. 

To approach the diagnosis of gallbladder 
disease is to approach the diagnosis of by 
far the commonest cause of gastro-intestinal 
pathology. It is not necessary to differen- 
tiate between chronic appendicitis and 
chronic cholecystitis. Probably the only ele- 
ment of importance is age. If we are deal- 
ing with youth and symptoms have not been 
present for years, the gallbladder may es- 
cape infection. This does not apply to acute 
appendicitis. Gall stones and jaundice are 
remarkably frequent under thirty. A his- 
tory of jaundice is pathognomonic of chol- 
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ecystic disease. What has been called catar- 
rhal jaundice in the past is probably the fore- 
runner of beginning permanent infection in 
the bile ducts. 

Ytatistics show that eight per cent of 
adults past forty coming to postmortem 
have gallstones. But for cholecystic disease 
without stones, these figures run as high as 
twenty-five per cent for men and fifty per 
cent for women. 

Pregnancy is the main etiological factor 
which accounts for the higher percentage 
in women. Gallbladder disease is more lia))le 
to be the affliction of the sedentary type of 
individual, while ulcer is more likely to occur 
in the laborer or the person who lives out in 
the open. 

The objective signs of chronic cholecys- 
titis and chronic appendicitis are attacks of 
colic along the right costal margin and over 
McBurney’s point. The colic may subside 
into a more or less steady, continuous pain 
in these respective areas. The gallbladder 
patient frequently is unable to bear any- 
thing tight around the waist. Such a his- 
tory is very suspicious of stones. The pain 
of gallbladder is often referred straight 
through to the back to a point just lateral 
to the right side of the spine, and at a level 
with the tip of the scapula. The pain of duo- 
denal ulcer is likewise referred to the back, 
but just a little lower. 

But, unfortunately, objective signs and 
symptoms are exceedingly rare in the great 
multitude of sufferers from gallbladder and 
appendiceal disease. The great majority 
come under the class with that long train 
of subjective symptoms which are produced 
by abnormal gastric and intestinal reflexes. 
These reflex symptoms may be classified 
under several groups: namely, sensory phe- 
nomena, motor phenomena, secretory phe- 
nomena, and toxic phenomena. 

The pain of a chronic appendix referred 
into the epigastrium, and the pain of chol 
ecystitis referred to the left costal margin 
and into the left upper quadrant, are evi 
dences of sensory phenomena. 

Headache, general malaise and fever are 
toxic phenomena. It is by no means unusual 
for an exacerbation of a chronic cholecystitis 
to run from one to two degrees of tempera- 
ture for a period of weeks and even months 
and to simulate an incipient pulmonary tu- 
berculosis. 

Reflex secretory phenomena are manifest- 
ed by disturbance of the gastric secretions. 
In most cases there is a hypersecretion and 
hyperacidity, although at times there is a 
hypo-acidity present. This reflex secretory 
disturbance may extend to involve the colon, 
causing mucous colitis, accompanied by pe- 
riodic attacks of abdominal cramps with the 
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discharge of large quantities of mucus in 
the stools, and at times serious diarrhea. 

Reflex disturbances in the motor function 
of the gastro-intestinal tract constitute the 
most persistent and constant symptoms in 
sufferers from chronic infection of the gall- 
bladder and appendix. They produce belch- 
ing, sour stomach, regurgitation, nausea, 
vomiting, gaseous distention, bloating, 
heaviness, constipation and diarrhea. 

Belching, gaseous distention soon after 
eating, and constipation, accompanied by 
food selection, make up a clinical picture 
which is more often related by the chronic 
dyspepsia than all other gastro-intestinal 
disturbances combined, and almost invar- 
iably mean chronic gallbladder disease. 

The motor phenomena may be hypertonic 
or atonic. The atonic type produces persist- 
ent heaviness in the epigastrium after eat- 
ing, splashing sounds over the stomach and 
colon, and rumbling and gurgling which is 
more marked five or six hours after meals. 


Hyperperistalsis produces pylorospasm 
and reverse peristalsis, which accounts for 
the belching and nausea, and at times vom- 
iting, which so frequently occur in these con- 
ditions. An increase in the serum bilirubin 
of the blood during a gastric upset is almost 
pathognomonic of an acute process in the 
gallbladder or bile duct system. This is de- 
termined by the quantitative van den Bergh 
and icteric index examinations. 

A very valuable sign of gallbladder dis- 
ease, which is often overlooked, is the ap- 
pearance of the tongue. A tongue with a 
gray coat and a V-shaped area of yellow ex- 
tending from the base outward, is one of the 
commonest complaints. 

In close association with the perverted 
reflexes described above, the condition com- 
monly known as colitis should be described. 
A more appropriate name for this would be 
irritable colon, because there is no actual 
inflammation present to designate it a coli- 
tis. It is due to an irritability of the nerve 
plexuses of Meissner and Auerbach. It may 
be the direct result of any gastro-intestinal 
lesion. Or it may be the indirect result; for 
example, the indiscriminate use of strong 
laxatives to overcome the constipation pro- 
duced by a gastro-intestinal lesion. It may 
exist as a definite clinical entity. Or its 
symptoms may be so pronounced as to over- 
shadow completely a typical ulcer, appendix, 
or any other lesion. It is usually character- 
ized by alternating spells of diarrhea and 
constipation, tenderness along the course of 
the colon, and at times the colon is so con- 
tracted that it can be felt like a rope in its 
descending portion. The stools do not con- 
tain pus, mucus and blood, in contrast to 
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amebic colitis which is to be discussed later. 
A barium enema will show the small irri- 
table descending colon, and the greatly di- 
lated and tender ascending and transverse 
colon. Many times patients undergo opera- 
tions for gallbladder, appendix, etc., and the 
real pathology is removed, but this more or 
less functional disturbance persists and they 
are classified as unrelieved or partially re- 
lieved cases. On the other hand when this 
disturbance is corrected, clear cut cases of 
ulcer, gallbladder, etc., show themselves. 


If early gastro-intestinal carcinoma could 
be identified, many lives could be saved from 
cancer, because, next to the uterus, this is 
the most frequent location in the human 
body. It occurs in the stomach, in the colon, 
in the head of the pancreas, and in the gall- 
bladder and liver, in about the order of fre- 
quency named. In the colon it occurs in the 
cecum, in the region just above the sigmoid 
and in the hepatic and splenic flexures. 


To date, we are still struggling to 
find the cause of cancer. W. J. Mayo very 
recently said that cancer never develops in 
normal healthy tissue. It is difficult to com- 
prehend the full meaning of that statement. 
It certainly is one of the most definite con- 
clusions that has been offered for the origin 
of this disease for some time. 


There are a few signs which should imme- 
diately arouse our suspicions as to the be- 
ginning of cancer. The sudden onset of gas- 
tro-intestinal symptoms in one of cancer age, 
and who has previously been free from such 
symptoms. Constipation is probably the best 
example of this. Sudden loss of appetite and 
unusual weakness are two more symptoms. 
Development of a sudden secondary anemia 
is often detected. Cancer in the stomach or 
lumen of the bowel always starts as a small 
ulceration which gradually enlarges and, due 
to its friability, always bleeds, so that oc- 
cult blood can be repeatedly demonstrated in 
the stool. This is the most constant and 
most useful laboratory finding, because it 
is present from the very incipiency of the 
disease. It is extremely rare for a cancer 
which shows direct x-ray evidence, to be 
amenable to surgical removal. An excep- 
tion is when the lesion develops at a point 
in the colon where the mesentery is very 
short and an acute obstruction is produced. 
Cancer of the pancreas and liver is never 
discovered in time to be removed. 

The digestive disturbance of the tubercu- 
lous patient is of extreme interest to the 
practitioners of the Southwest. While the 
presence of symptoms in these patients does 
not always mean a tuberculous enteritis, 
nevertheless, this condition is much more 
frequent than it was formerly thought to 
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be. Until rather recently, this was consid- 
ered a terminal affair, but it is generally 
recognized now that tuberculous enteritis 
often heals. The tuberculous patient with di- 
gestive disturbance requires intensive study, 
because appendix and gallbladder disease 
and ulcer occur very frequently in these pa- 
tients. This is not to be wondered at, be- 
cause a tuberculous process in the lung is al- 
ways a mixed infection and the lung must 
behave like a focus of infection at any other 
point in the body. But many times no path- 
ological lesion can be demonstrated in the 
abdomen. Symptoms must be produced in 
those cases by altered gastro-intestinal re- 
flexes resulting from toxins absorbed from 
these infected lung areas. 

Constipation is the rule in tuberculous pa- 
tients. The onset of alternating spells of 
diarrhea and constipation accompanied by 
abdominal pain and cramps, usually means 
the beginning of a tuberculous bowel. The 
cecum is the commonuest site of location. It 
will show an intolerance to the barium meal. 
The finding of tubercle bacilli in the stool is 
of no particular significance because they 
may have been swallowed with the sputum. 

Intestinal amebiasis is of interest, not so 
much on account of its being one of the com- 
moner diseases of the gastro-intestinal tract, 
but because the ameba is so infrequently 
demonstrated in stools, that patients go un- 
diagnosed for months and even years. Diar- 
rhea is so common that the onset of an am- 
ebic infection is not suspected. The usual 
procedures for checking a diarrhea are ap- 
plied and it is checked. It is during this 
acute onset that the ameba can most fre- 
quently be demonstrated in the stools. But 
after the disease takes on a chronic form it 
is very often extremely difficult to find it 
in the bowel passages. And this is usually 
the time that the search for it is begun. The 
patient usually gives a history of passing 
blood at infrequent intervals, but very often 
large quantities of mucus and pus. They 
have alternating spells of diarrhea and con- 
stipation, with many indefinite gastric and 
intestinal disturbances. They become chron- 
ic invalids. Very few escape abdominal op- 
eration and the gallbladder is usually re- 
moved. When the ameba buries itself in the 
intestinal mucosa and forms intestinal ul- 
cers, these patients are seldom free from 
symptoms. Often they will pursue a febrile 
course of one to two degrees of fever lasting 
for weeks and months. They suffer from 
loss of weight, anemia, innumerable pains 
through the back and limbs and in the joints, 
and not infrequently are bedridden. The 
usual procedure is to examine a specimen of 
warm stool. It is a common thing for these 
patients to pass a normal stool in the morn- 


SOUTHWESTERN MEDICINE 


ing and to have one or several passages later 
in the day which consist of mucus or blood 
or both. Positive proof consists in demon- 
strating the motile ameba. The finding of 
blood cells is very suggestive. But after the 
disease has reached the chronic course the 
amebae are seldom present in sufficient 
numbers to find them unless numerous ex- 
aminations are made. A much more satis- 
factory procedure is, by means of a procto 
scope or a sigmoidoscope, to scrape some of 
the mucus from the wall of the bowel, or, 
much more preferably, from the base of an 
ulcer, if any ulcers are present, and it can 
be examined within a few seconds from the 
time it leaves the body temperature. A 
thorough search for ameba should be con- 
ducted in every obscure case of diarrhea or 
intestinal disturbance, and even then no sus- 
picious case should be dismissed without a 
therapeutic course of emetine. 
CONCLUSIONS 

1. Gall bladder disease is by far the com- 
monest cause of dyspepsia. 

2. As the appendix invariably shows evi- 
dence of chronic infection, it seems logical 
to assume that it antedates the gallbladder 
infection. Therefore, judging from the fre- 
quency with which removal of a definitely 
pathological appendix fails to relieve diges- 
tive disturbances, the gallbladder does not 
escape invasion for very long if infection is 
present in the appendix. 

3. Peptic ulcer is not a very frequent 
lesion. 

4. Tuberculous patients with digestive 
and abdominal symptoms should be studied 
very carefully. 

5. Ameba should be suspected in every 
obscure case of diarrhea and intestinal dis- 
turbance, and even a therapeutic course of 
emetine be resorted to. 

6. The gastro-intestinal tract is the sec- 
ond commonest site for cancer in the human 
body and only very early diagnosis offers 
any hope for its cure. 





FUNCTIONAL COLITIS 


R. J. CALLANDER, M. D. 
Tucson, Arizona 


(Read before th: Thirty-eighth Annual Meeting of 
the Arizona State Medical Association, at Prescott, 
Ariz., April 18 to 20, 1929). 

Unfortunately, I have no new or original 
work to offer on Functional Colitis. This 
pretends to be only a brid’s-eye view of the 
literature, with an occasional personal ob- 
servation. Medicine has been called “organ- 
ized common sense;” if we need to use our 
common sense at any time, it is in dealing 
with this condition. Some of the things | 
have to say today, may appear to be elemen- 
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tary, yet I believe they are important enough 
to be given space here. 


Some years ago, I asked the late B. W. 
Sippy, of Chicago, why he did not write 
something about functional colitis, or, as he 
preferred calling it, “the irritable colon.” He 
had, at that time and for many years, a great 
many such cases under observation and 
treatment. He usually had over a hundred 
gastro-enterological cases hospitalized, of 
which twenty-five per cent were peptic ulcer 
cases, and most of the remainder were bowel 
cases, such as we are discussing. He had 
written fully, if not volubly, about his ideas 
on peptic ulcer. His answer to my inquiry 
was that he did not want to have to “eat his 
words” in ten or fifteen years. However, 
without any reputation at stake, I am not so 
backward. 


Functional colitis is difficult of definition. 
It may be defined as an irritable condition of 
the colon, characterized by varying degrees 
of spasm, intestinal gas, moderate or severe 
abdominal distress, nausea or vomiting, con- 
stipation, and. sometimes diarrhea, not due 
to any definite organic change. Only by elim- 
ination of any and all organic change do we 
arrive at such a diagnosis; hence, the term 
“functional.” Some will disagree with such 
a definition, since it is very broad in its 
scope, and takes in both spastic and mucous 
colitis, in all their varying degrees of mild- 
ness and severity. However, I believe that 
this is the correct grouping and that such 
conditions are all related. 

ETIOLOGY 

What causes such bowel conditions? The 
answer is, for the most part, we do not know. 
There are many possible causes and factors 
which, seemingly, are instrumental in both 
producing and continuing such conditions. 
These may be so outlined: 

I. Dietary Factors. 

(a) Continued use of irritants in the 
diet. 

(b) Overeating or continued over-work- 
ing of the colon. 

II. Use and Misuse of Physics and Laxa- 

tives. (Cathartic colitis.) 

Ill. Toxic Factors. 

(a) Local or intra-abdominal. 
(1) Gallbladder. 
(2) Appendix. 
(3) Pelvic.—Malposition of organs. 
Infections: 
Pelvic peritonitis. 
Ovaries. 
Tubes. 
Uterus-fundus and cervix. 
(b) Distant.—Any focus.—Teeth, 
sils, sinuses, lungs. 


ton- 
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IV. Fatigue. 

(a) Overwork. 

(b) Anemia—possibly usually due to 

chronic infections. 

VY. Emotional or Mental Factors. 

(a) Worry. 

(b) Anger. 

(c) Fear. 

(d) Any mental strain. 


VI. Endocrine Disorders. 
Vil. Allergy. 
VIII. Infection. 


I. Dietary Factors.—Many patients have 
automatically (by the hit and miss system) 
found out many of the things that are prone 
to produce symptoms with them and have 
judiciously cut them out. Others have not, 
and going carefully over the dietary field 
with them, or giving them a written diet, 
goes a long way toward making them more 
comfortable. The question of overeating is 
vastly important. We must not forget that, 
with both children and adults, the sins of 
overeating are greater than the sins of un- 
dereating. Also what would be overeating 
for one would not be for another, or what 
would be overeating for an individual at one 
time would not be at another. The capacity 
of our intestines as a unit is just so much, 
and that capacity will increase much faster 
if it is not overtaxed. Overeating means con- 
tinually overworking the colon. 

II. Use and Misuse of Physics and Laxa- 
tives.—I think the last decade has shown us 
a complete “reversal of form” in the attitude 
of the profession towards physics. Most doc- 
tors today are crying out against their use. 
The chief criticism of most patent tonics is 
that they nearly all contain irritating laxa- 
tives. Hardly a week passes that I do not see 
in the office some patient who has taken 
daily physics or enemas for from two to fif- 
teen years. Think of it! I might say, here, 
that the enema habit is just about as vicious 
as the physic habit. (A large enema is com- 
puted to be as irritating as two Hinkle pills.) 
I know of no more grateful patients than 
these when they are helped to get away from 
their physics and have normal bowel move- 
ments again. I will not debate the question 
of the cathartic colitis—that is, whether or 
not a colitis is caused by cathartics; but 
there is no question that the colitis is kept 
up and made worse by them. This is not in 
opposition to our time-hallowed treatment of 
an acute bowel conditioin with a big dose of 
castor oil followed by a day of fast. 

III. Toxie Factors.—The outline _ illus- 
trates what is meant by this group. All of 
us are familiar with the amount of intestinal 
gas and irritation caused by gallbladder con- 
ditions. 
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The appendix question is a hotly debated 
one. If we put any stock in Alvarez’ gradi- 
ent theory, it is easily seen how any inflam- 
mation of the appendix may cause bowel 
symptoms. It may do this either as a toxic 
factor or as a local irritant. There is no ques- 
tion that, if all the appendices unnecessarily 
removed were placed end to end, we should 
have a long line. On the other hand, I have 
seen many cases of combined appendiceal 
tenderness and bowel symptoms in which, 
after the removal of the appendix, the bowel 
condition improved. We should use every 
means at our disposal to find out the condi- 
tion of the appendix and then, if we are sure 
of our ground, go ahead. 


Pelvic conditions are frequently overlooked 
which are important influencing factors in 
functional bowel conditions. Malposition of 
the viscera and pelvic infections of all sorts 
may be responsible. We recently operated 
and corrected a marked uterine retroflexion 
in a young woman and, so far, her bowel con- 
dition is much better. I do not believe it is 
due merely to the post-operative bed rest and 
care. I have now under observation a very 
obstinate case of constipation which I believe 
is due entirely to bad hemorrhoids and a lax 
perineum. 


Distant Foci—Many times we try to im- 
prove a bowel condtiion with correcting the 
diet and have only mediocre results, when we 
find abscessed teeth or infected tonsils, after 
removal of which we get much better results. 
There are probably many such foci. We fre- 
quently forget the influence lung conditions 
may play as such a focus. This in spite of 
the fact that many of us see cases of pulmo- 
nary tuberculosis in which, at the onset, for 
months, all the symptoms were gastro-intes- 
tinal. There is no question that, in a tuber- 
culous patient with prolonged intestinal 
symptoms, we must keep uppermost in our 
minds the likely possibility of organic tuber- 
culous change, especially if there is much 
pain or diarrhea. On the other hand, we see 
a great deal of functional colitis in our tuber- 
culous patients. This appears to be frequent- 
ly the case even when the chest condition is 
apparently making very satisfactory prog- 
ress. I wish to stress here also a personal ob- 
servation. 

I see a great deal of functional colitis in 
the chronic infiltrative type of case (the type 
where you do not get cavitation and expec- 
toration). How else can we explain this, ex- 
cept on a toxic basis? A year ago a patient 
came to us with another severe case of 
functional vomiting. She had just had an 
exploratory laparatomy performed, at which 
time tuberculous mesenteric glands were 


found. This case illustrates very well the ef- 
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fect on the gastro-intestinal tract of a tuber- 
culous toxemia. 

Non-tuberculous lung conditions, such as 
bronchiectasis, must also be mentioned. In 
the last few months I have seen two cases of 
bronchiectasis which had very marked func- 
tional colitis—probably with the bronchiecta- 
sis being the influencing toxic factor. 

IV. Fatigue. Here I refer to generalized 
fatigue. This grouping may overlap some of 
the others, but it seems to me to be worthy 
of a separate heading. It may be due to pro- 
longed work without a vacation, and often to 
anemia, whatever the underlying cause of 
the latter. 

V. Emotional or Mental Factors. These 
include fear and anger. Worry also causes 
many acute attacks. Mental strain or fa- 
tigue, will be considered under Treatment. 

VI. Endocrine Disorders.—Probably the 
less said about this the better till we have 
more accurate data. We get this disorder 
frequently at the menopause, but we do not 
know why. 

VII. Allergic Factors.—W. W. Duke, of 
Kansas City, I believe, is probably respons- 
ible for the idea that mucous colitis may fall 
under the head of allergy. The periodicity 
of attacks would suggest this to us. How- 
ever, we can no more explain it definitely on 
this basis than we can, as yet, explain mi- 
graine on the same basis. For a time we did 
some skin testing on some of these cases, but 
got no results and have given it up. How- 
ever, this is not positive proof that we are 
not dealing with a sensitization to some of 
the split-products of portein digestion, as has 
been suggested. 

VIII.—Infection.— No one has ever isolat- 
ed any germ responsible for this condition. 
SYMPTOMATOLOGY 

I am going to be brief about the symptom- 
atology, not because it is not important, but 
because it is familiar to all. The diagnosis 
(that is, the finding of the correct influenc- 
ing factor or factors) is the most important, 
so that the fair thing may be done for the 
patient. We will just enumerate the symp- 
toms: abdominal distress, intestinal gas, con- 
stipation, sometimes diarrhea, nausea and oc- 
casional vomiting, dizzy spells, headaches 
and dopiness, types of stools, backache. 

As regards headaches, I, for one, do not 
believe that one-tenth of the headaches that 
are attributed to colon conditions are explain- 
able that way. There is, of course, a bare 
possibiltiy that some are due to an allergic 
condition and the intestine is then merely the 
portal of entry. We should do better to con- 
tinue to search for the true cause of the 
headache rather than to persecute the colon 
with purging and catharsis. This always 
brings up the old bugbear of auto-intoxica- 
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tion. I doubt the existence of such a condi- 
tion. The work of Walter Alvarez has done 
much to settle this dispute. We should do 
well to consider his book, “The Mechanics of 
the Digestive Tract,” as our bible. His re- 
sults in determining the normal rate of pass- 
age of the contents through the alimentary 
canal in healthy, symptom-free individuals, 
from mouth to anus, as from twenty-two to 
ninety-four hours, quite knocks the support 
from under the auto-intoxication theory. 
Here is a little further clinical proof. Re- 
cently, I had in my office a young man aged 
about 25, who accompanied a patient. This 
question of constipation and auto-intoxica- 
tion came up. He volunteered that he had 
a bowel movement only every third day, 
but then as regular as clock-work. I asked 
him if he ever had a headache and he replied 
that he did not remember ever having one. 
What more proof against auto-intoxication 
do we need? There is in addition, however, 
considerable experimental proof. 

Most texts mention two types of consti- 
pation—the spastic and the atonic—and a 
few describe the condition called dyschezia, 
which is really only a very lax and dilated 
condition of the rectal colon. With this last 
exception, I have never seen a case of atonic 
constipation, and I doubt its existence. They 
are all spastic. This view is given and sup- 
ported by Alvarez, also. Hence, for all prac- 
tical purposes, the terms spastic constipa- 
tion and spastic colitis are interchangeable. 


Much may be gleaned from the type of 
stools. The typically spastic stool is the 
very marbly or lumpy stool. Probably just 
as spastic is the penc'l or ribbon-like stool. 
The degree of spasticity, as gleaned from 
the stool, gives us an idea as to how far to 
push our anti-spasmodics in our treatment. 
The presence of mucus in the stool is, of 
course, a sure sign of mucous Colitis, al- 
though we can get some evidence also from 
the x-ray examinatoin. Also, the mucus 
may be separate from the stool as slime, 
clumps, or membranous casts, or may be 
mixed with it, giving it a very gluey con- 
sistency. I believe that mucous colitis is 
only one step further than a spastic colitis. 

Backache is a condition much more asso- 
ciated with functional bowel conditions than 
is commonly believed. The backache is usual- 
ly in the lumbar region, but is occasionally 
in the flank. We must always have in mind, 
however, other causes of backache, as kid- 
neys, pelvic conditions, rheumatic conditions, 
static conditions, and so on. 

DIAGNOSIS AND DIFFERENTIAL 
DIAGNOSIS 

Our diagnosis, with differential diagnosis, 
is done when we thoroughly examine our pa- 
tients in an effort to find out the possible in- 
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fluencing factors. All cases to be investi- 
gated should have a complete history and a 
thorough physical examination. This tells 
us the conditioin of the teeth (often with 
x-ray of the teeth, besides), tonsils, sinus- 
es, lungs, heart, gas in bowel, points of ten- 
derness in bowel or adnexa, and should also 
include a pelvic examination. Then there 
should be, in addition, a gastric analysis, 
gastro-intestinal x-ray and repeated stool 
examinaitons. In this way, and only in this 
way, can we rule in or out peptic ulcer, gas- 
tric cancer, colon malignancy (which, by 
the way, gives a mucous diarrhea that can 
be very confusing at first), tuberculous bow- 
el, etc. With our stool examinations, also, 
we can rule in or out ameba or other proto- 
zoal infestations. This latter is very im- 
portant and often missed. Our stool exam- 
inations also tell us about the presence of 
blood or pus, as well as mucus. We should 
not forget, in this connection, the procto- 
scopic examination. All cases with bowel 
symptoms should have a routine protoscopic 
examination. The importance of this has 
been well demonstrated by the work of Buie 
and Bargen at the Mayo Clinic. They are 
frequently picking up ulcerative colon condi- 
tions that are otherwise being missed. We 
have yet to see whether Dr. Bargen’s “bug’”’ 
is really the one to blame in our simple ul- 
cerative colitis conditions. 
TREATMENT 

1. Removal of: 

(a) Local toxic or irritating influence. 
(b) Distant toxic factors. 
II. Diet: 

(a) Strict bowel diet. 

(b) Modified bowel diet. 
(c) Question of overeating. 
III. Medication: 

(a) Laxatives. 

(b) Enemas (medicated). 
(c) Mechanical coating. 

(d) Anti-spasmodics. 

(e) Calcium. 

IV. Rest: 

(a) Absolute bed rest. 

(b) Rest hours. 

V. Sun Therapy. 

VI. Allergy. 

VII. Psychotherapy. 

I. Removal of Local or Distant Foci.— 
This is, of course, the natural and logical 
thing to do, and should usually be done first. 
Occasionally, as we are all aware, it is “poor 
medicine” to go ahead with surgery if the 
risk is a poor one and there is every reason 
to believe that, in a reasonable length of 
time, the patient’s condition can be improv- 
ed so that he will be a better risk. Except 
for such a contingency, any necessary cor- 
rection should be done first. 








432 


II. Diet.—In this respect I am guided 
by the severity of the case as to whether I 
use the strict bowel diet (from B. W. Sippy) 
or whether I use a modified bowel diet. If 
there is severe diarrhea, marked loss of 
weight, or severe continued distress with, or 
without, a great deal of gas, I insist on the 
strict regime which includes, also, two 
weeks’ bed rest. If not, then our modified 
diet, which consists of a mixed diet with 
all bowel irritants (such as acid fruits, fats, 
or oils, and sweets) removed. It might also 
be necessary to limit the amount of coarse 
vegetables at first, or for some time. 


Strict Bowel Management 


1. Absolute rest in bed from 12 to 14 days, 

2. Hot water bottle to abdomen one hour out 
of two. 

2. No physics or large water emas, (On any 
day when there is no bowel movement, take three 
of four ounces of sweet oil—olive oil or cottonseed 
oil— per rectal injection at bed time and retain 
over night. This is an oil retention enema, Occa- 
sionally, if it seems indicated, this may be followed 
in a. m. with less than a pint of warm water per 
rectal injection.) 

4. No ice cold drinks or foods. 

5. Diet—fivu feedings a day at 8, 11, 2, 5, 8, 
1st day—five gruel feedings, one glass at each feed- 
ing (Gruel may be made as follows: One cupful 
oatmeal, or rolled oats, well cooked and diluted to 
slightly over one quart with water, to which one 
raw egg is added (when cold) for every pint; may 
be served at any temperature except ice cold.) 

2nd day Same. 

3rd day—Substitute scalded milk for half of 

gruel feedings. 

4th day—Same. 

5th day—Add one egg on toast. 

6th day—Add dish of well-cooked rice. 

7th day—Same, 

8th day—Add one potato (baked or boiled.) 

9th day—Add 2nd egg on toast. 

10th day—Same. 

11th day—Add 2nd potato. 

12th day—Add 3rd egg or piece of lean meat. 

13th day—Same. 

14th day—Change to three feedings, 

15th—Add one coarse vegetable (spinach, celery, 

string beans, carrots, beets, tomatoes, let- 
tuce, etc.) 


Modified Bowel Management 
AVOID MAY EAT 


1. ACID FRUITS 1. BLAND DIET 
Cantaloupe Cereals, including rice 
Watermelon Bread and toast 
Pineapple Potatoes 
Grapes Lima beans 
Berries Peas 
Raisins fiominy 
Oranges Milk 
Lemons Eggs (except fried) 
Grapefruit Lean meat, including 


liver. 
2. FATS AND OILS gutter and cream (in 
Fryings or fried foods moderation) 
Meat fat 


Oil dressi Cocoa, 
il dressings 
Pastetes 2. COARSE 


Nuts VEGETABLES 


Oli d oli il Spinach 
ives and olive oi Sieine tenes 
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3. SWEETS 
Sugar 
Candy 
Syrup and rgolasses 
Honey 


4. MISCELLANOUS 
Corn 
Condiments and spices 
Vinegar 
Cucumbers and pickles 


s ; Greens 
a ls HON-ACID 


Cheese Prunes 
Cottage cheese Pears 
Yeast Apples 

raw or 

cooked 

Stewed peaches 

Stewed apricots 

Stewed figs 

Bananas 

III. Medication.—The first order to give 

the patient is to cut out the physics and lax- 
atives. They are mentioned only to be con- 
demned. Probably the only instance where 
this is not done is with old people and even 
they are limited. Medicated enemas have 
been used for many years by many men and 
the consensus of opinion is that they avail 
nothing. 


One of the most important things we can 
do is the mechanical coating of the colon. | 
am accustomed to use the bismuth chal! 


Carrots 

Beets 

Turnips 

Brussels sprouts 
Cauliflower 
Cabbage 

Lettuce 
Sauerkraut 
Tomatoes 

Celery 


FRUITS 


powder—equal parts of bismuth subcarbon 


ate, calcium carbonate and calcium phos 
phate—giving four or five level teaspoonfuls 
daily. You can just as well use barium sul- 
phate (washed for x-ray diagnosis), or kaolin 
or some of the other preparations. The anti- 
spasmodics are of the utmost importance. 
Belladonna ranks first. Occasionally, I use 
benzyl benzoate. I am accustomed to com- 
bine tincture of belladonna with one of the 
hypnotics—luminol or bromides. As _ befor: 
mentioned, the guide as to how much to use 
is the degree of spasticity of the stool and 
possibly the amount of gas. Dr. Alvarez is 
especially partial to a bromine derivative 
called carbromal and he refers to the use of 
such temporary aid as to the use of a crutch. 
Calcium is another old favorite with chronic 
bowel conditions, as it is with tuberculous 
conditions, and, as with the latter, is stiil los- 
ing ground. I still use it (intravenously) in 
some of the severe chronic diarrheas (non- 
tuberculous) and also occasionally in some 
tuberculous colitis cases; in these latter, | 
seem to get some influence on the amount of 
pain and diarrhea. Cod liver oil may be used 
but should be used very cautiously and in 
small doses. 


IV. Rest.—This has been mentioned in 
connection with the diet. I just wish to say 
that, in most of these cases, if you can get 
them to lie down each afternoon for an hour 
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or two, for months and even years, you do a 
great deal for them. 

V. Sun.—This should not be forgotten, 
because of its tonic effect. However, if giv- 
en, it should be given properly. The ultra- 
violet lamp may be used instead or inter- 
changeably. 

VI. Allergy.—Only mentioned so as not 
to be forgottetn. Usually, if a food is known 
to disagree repeatedly, it can merely be dis- 
continued. Once ina while, with a more nec- 
essary food (figuring on a mild sensitiza- 
tion), you can start very slowly and grad- 
ually increase. I have done this, in a couple 
of instances, with milk. 

VII. Psychotherapy.—Undoubtedly, near- 
ly all of these cases are associated with a 
greater or less degree of nervousness; hence, 
the use of the term “Nervous Indigestion.” 
The question which comes first, the nervous- 
ness or the bowel disturbance, is as old as the 
one about “the chicken and the egg.” Pos- 
sibly, if the ultimate truth were known, in 
every instance both the nervousness and the 
bowel disturbance are the result of a common 
cause, probably a toxic one. There are, how- 
ever, at a rough estimate, twenty-five to fif- 
ty per cent of these cases which would really 
come under the head of psychopathic cases. 
What are we to do with these? Undoubted- 
ly, they would all be benefited by properly 
performed psychoanalysis. I think most of 
us would agree with this, whatever our atti- 
tude toward Freud or any of the near-Freu- 
dians. 

I have in mind a rather severe case of 
chronic diarrhea on a functional basis, which 
did not seem to respond to any form of treat- 
ment. This patient went to New York and 
was psychoanalyzed twice weekly over a 
period of three or four months ($25.00 an 
hour), and got almost complete relief. Sub- 
sequently, while under another nervous 
strain, she had a recurrence, which, however, 
let up when she got out from under the new 
influence. The point I wish to make is that 
she was enabled by her treatments to figure 
out and usually relieve herself of her bad in- 
fluences. 

I recently saw another case who had first 
had bowel trouble many years before. She 
had been around to all the big clinics. She 
knew very well what her diet should be and 
kept faithfully to it. At intervals of one to 
three months she would have flareups with 
diarrhea, lasting a few days to a week. It 
was finally discovered that, almost every 
time, this followed a quarrel with her hus- 
band. This proves two points: the influence 
of an emotional] state, such as anger, on the 
bowel, and the fact “that wives should not 
quarrel with their husbands.” 


However, psychoanalysis is impossible 
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when we have only a few psychoanalists and 
those in the large centers; probably only a 
few of those in whom it is indicated could 
afford $20.00 or $25.00 an hour a few times 
a week for many weeks. My contention is 
this: in many of these cases we do the next 
best thing, and probably almost as much, if 
we take a sympathetic attitude toward these 
cases and sit down once or twice a week and 
go over their troubles with them. We don’t 
need to know all about their dreams, but, if 
we treat them fairly and do not abuse them 
and they know it, we’ll be able by sugges- 
tion, many times, to put them in the way of 
being more useful citizens. It is palpably un- 
fair to take the attitude that “it’s all in your 
head, forget about it.” 

Another thing that I believe is frequently 
worthwhile is to tell such a patient, as I oc- 
casionally do, that he may always have to 
be careful of his diet, as well as other influ- 
ences, that is, that he may always have a 
tendency to bowel trouble, and yet may live 
to be a hundred. This, of course, should nev- 
er be done unless the patient is thoroughly 
examined and studied, possibly for months 
and years. Also, it should be done in such a 
way that he does not relax his vigilance and 
efforts. ; 

SUMMARY 

In attempting to summarize all these ram- 
blings, I should like just to lay emphasis on 
a few of the things that are frequently 
overlooked: 

(1) The toxic relationship between func- 
tional colitis and certain conditions that we 
are not accustomed to think of as foci: such 
as, pelvic conditions—malpositions or infec- 
tions—and lung conditions, esperially the 
tuberculous toxemia. 

(2) The still too common use of physics 
of various sorts. 

(3) The importance of giving time and 
sympathy to these cases and especially to 
the truly psychopathic ones, as a substitute 
—and a very satisfactory one—for psycho- 
analysis. 

DISCUSSION 
(Papers of Drs. Milloy and Callander) 

DR. FRANK J. MILLOY, Phoenix:—‘Amebae 
should be suspected in every obscure case of diar- 
rhea and intestinal disturbance.” Dr. Callander said, 
“Examinatioin of the stools for amebae and other 
protozoal infestations is very important and often 
missed.” In a recent letter commenting on a ‘diag- 
nostic work sheet’ I had submitted, Dr. Frank 
Smithies of Chicago suggested that I devote more 
space to the subject of protozoa. I believe that the 


attention of the general practitioner is bound to be- 
come more and more focused on the importance of 
this subject. 

The average one of us may show creditable acu- 
men in the diagnosis of the commoner organic trou- 
bles discussed—provided they come singly and not 
too atypical. On the other hand, a suspected case of 
chronic protozoan infestation may offer very little 
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that is of actual diagnostic help. The blood cell 
count may be of value in eliminating intra-abdomi- 
nal sepsis (biliary sepsis, appendicitis, pelvic peri- 
tonitis, diverticulitis, etc.). In this connection, Dr. 
John V. Barrow, of Los Angeles, states that, text 
books to the contrary, the polynuclear, eosinophil 
and neutrophil leukocytes are decreased in chronic 
protozoan infestations, the polynuclears ‘suffering 
most. 

What is to be done with the suspected case that 
cannot be proven? Don’t dismiss the case without 
a course of emetin. Dr. Barrow, calling attention 
to the alterative benefit of the treatment, says, 
“Much help is received even in unrelated cases.” 


DR. R. H. THIGPEN, Jerome, Ariz.: Dr. Callan- 
der has proven a Moses in my wilderness, and I sin- 
cerely welcome his help. I might prove fairly alert 
in attaching importance to tonsils frankly infected 
or with a significant history; I might give the ques- 
tion of pyorrhea due consideration; I might not 
overlook the pulmonary angle; I might satisfy my- 
self that the abdomen is without evidence of gross 
pathology; and, having done these things, I might 
overlook the possibility of a psychoneurotic factor. 
1 might record lax abdominal walls and an incom- 
petent pelvic floor-——without a thought of their pos- 
sible relationship. Unduly prominent hemorrhoids 
would probably arrest my attention, while the im- 
portance of mental or physical fatigue might escape 
me utterly. 

Symptoms are quite focally ano-rectal when the 
average practitioner makes use of the proctoscope. 
It looks as though a better acquaintance with that 
instrument might prove delightfully surprising, 
though not necessarily surprisingly delightful. 

It has indeed been a privilege to hear Dr. Milloy 
and Dr. Callander. I wish to thank them and to con- 
gratulate the Association. 

DR. G. O. BASSETT, Whipple, Ariz.: I have been 
very much interested in this paper by Dr. Callander. 
It is a very thorough presentation of a subject that 
should interest us all. It is a subject that is 
brought to our attention almost daily in our prac- 
tice. Today, more than the usual percentage of 
patients are coming to us complaining of intestinal 
disorders; many of their complaints, because they 
vary from the usual and classical of the more com- 
mon intestinal disorders, we are often inclined to 
question. They border on the neurotic. This is, as 
has often been said, an age of high tension and furi- 
ous effort. We, as a race, have lost our calmness 
and dignity, our methodical habits. We are all, 
young and old, more or less infected with the dis- 
ease of hurry. We have forgotten how to relax. Is 
it any wonder that, living a life of constant high 
tension, our habits of necessity become irregular, 
our manner of eating and the kind of food we throw 
into ourselves result in a decided irregularity of di- 
gestive function? We are victims of a vicious cycle, 
unknown to our forefathers. It is obvious that there 
must be, in a large percentage of cases where this 
vicious cycle exists, a certain amount of damage 
done. It is a well known fact that great stress will 
result in certain dysfunction in the intestinal tract. 
One can readily understand that continued stress 
and high tension would cause functional derange- 
ments that, becoming chronic, might upset the whole 
system. 

I am glad that Dr. Callander gave considerable 
emphasis to that group of cases in which the cause 
is largely nervous. It has been my experience that 
most of the cases of colitis that could not be pinned 
down to some definite pathology or infection, fall 
into this group. Years ago we should have con- 
sidered the basis of this type of case an unstable 
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nervous system; teday, we hesitate. I believe a 
great many of these cases start as the result of ir- 
regular habits and improper food. Continued stress 
does the rest. In our work with tuberculosis it is 
not unusual to see acute attacks of dysentery start 
as the result of an emotional upset. This weakness 
of the human has shown itself in many peculiar 
places and ways. I have read that even Daniel 
Boone was known to lose control for a moment, un- 
der great and sudden excitement. 


There is no question but that education in this 
type of case offers the best results; certainly no 
other form of treatment offers any permanent ben- 
efit. There should be advice relative to the kind 
and quantity of food; advice as to how to eat; most 
important,! believe, in these cases, is the problem 
of teaching them to modify and regulate their hab- 
its and lives. Psychoanalysis may be of benefit, 
but some good old fashioned advice is just as ef- 
fective, when the patient has the intelligence to 
take it. I nave found, in treating cases of this type, 
that bran is a very valuable food and laxative, es- 
pecially in that type where there is a tendency to- 
wards an alternating constipation. I have given it 
as often as three times a day in some cases, the 
only results being good ones. T should like to ask 
Dr. Callander his experience with bran in the diet. 


DR. BAYARD SULLIVAN, Whipple: Concerning 
the frequency of tuberculosis of the intestines that 
we see in government hospitals. So frequently pa- 
tients give no symptoms referable to the intestinal 
tract. At Whipple for the last year or so the gas- 
tro-intestinal examination has been one of the rou- 
tine examinations. We were prompted to do that 
by an article appearing about two years ago by 
some Canadian doctor in a review of tuberculosis. 
He reported serious cases in which there were no 
symptoms referable to the intestines. So far the 
x-rays have shown a percentage of about thirty- 
three of tuberculosis of the intestines, and the x-ray 
in most cases, was the only thing we had to base 
our diagnosis on. As our technic improves, we 
think we will find an ever higher percentage. 


DR. E. PAYNE PALMER, Phoenix: These two 
excellent papers have been very instructive and in- 
teresting. I think they have covered the symptom- 
atology with two exceptions. In cholecystitis I find 
that patients are frequently wakened by finding the 
forearm and hand lying over the costal margin; 
they repeat this night after night. Another thing 
is the peak-like rise in temperature so frequently 
seen in chronic cholecystitis. In the acute or sub- 
acute cases the temperature will often rise to 104 
or 105, and they are frequently mistaken for other 
conditions. 


Every surgeon should know the symptomatology 
of spastic Colitis. We frequently see cases who have 
had appendectomy, cholecystectomy, which come 
to us for examination and diagnosis, in which the 
real disease is spastic colitis. They have very se- 
vere attacks of pain after some nervous strain or 
after the ingestion of certain foods, and after ap- 
pendectomy or cholecytectomy has been done the 
symptoms continue. If this spastic colitis is not di- 
agnosed and the patient goes out without directions 
as to diet, he will be listed as incurable when he 
could possibly be relieved. I usually use the Sippy 
diet and find that, if they follow it, the results are 
very good, but when they break away they have 
this spastic colitis. I am speaking from personal 
experience. 

I was very much interested last year in an ar- 
ticle heading in the Journal of the A. M. A., “The 
Very Best Physic for Cure of Constipation;”—the 
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article covered several pages and at the end it said, 
“It has not yet been discovered.” 

DR. H. T. BAILEY, Phoenix: Many times you 
will find your colitis cases go first to the eye man, 
saying they have black spots before the eyes, mov- 
ing aound here and there. Of course, that is not 
always colitis but many times colitis cases have 
these signs and symptoms. Sometimes they develop 
uveitis and have what we call ‘floaters’ in the eye. 

The nervous symptoms interested me very much 
and I am glad the essayists went into these symp- 
toms. 

I usually tell my patients they have four tonsils— 
right and left, adenoid and subingual. Dr. Milloy 
says we have one in the abdomen. So I will have 
to increase my number. 

DR. MILLOY (closing): I simply wish to thank 
the men for their discussions. I thoroughly enjoyed 
Dr. Callander’s paper and was very pleased to hear 
him condemn the use of cathartics. 

DR. CALLANDER (closing): Dr. Bassett’s ques- 
tion about bran—his experience is entirely different 
from mine. Bran seems to be very irritating in 
these cases, chiefly because it is very scratchy. I 
keep my patients away from it. 

I wish to offer an objection to one thing Dr. Mil- 
loy stated (I am sorry he won’t have the opportu- 
nity to reply)—that the presence of blood, pus or 
mucus in the stool meant organic change, referring 
of course, to malignancy, tuberculosis or amebiasis. 
I don’t believe that is true, or purely mucus colitis 
cases would not be included. 





THE CONDUCT OF THE DIFFICULT 
OBSTETRICAL CASE 
THE APPLICATION OF NEW OBSTRETRICAL 
PRINCIPLES 
FLOYD B. SHARP, M. D. 
Phoenix, Arizona. 

(Read before the thirty-eighth annual meeting of 
the Arizona State Medical Association, held at 
Prescott, Arizona, April 18 to 20, 1929.) 

The difficult obstetrical case, with the 
attendant suffering, morbidity and mor- 
tality, is still with us. The frequency of 
obstetrical pathology tends to be on the in- 
crease. Likewise, diminution of unfavorable 
and even disastrous results is occurring only 
in well organized maternity clinics and in 
the private practices of a still too small 
group of practitioners who realize the im- 
portance of their work and bend every ef- 
fort toward its successful accomplishment. 
Progress in the science of medicine during 
the last score of years has been tremendous, 
but the practice of obstetrics has not been 
on a high plane either as an exact science or 
in the conception of both the profession and 
the laity as to its dignity and complexity. 
Modern obstetrics, however, has benefited 
by the general progress in medicine and, 
during the last few years, has received an 
impetus all its own with a resultant weed- 
ing out of antiquated practices and the be- 
ginning of establishment of clear and con- 
cise principles, which, as they become uni- 
versally perfected and accepted, are making 
the welfare of the pregnant woman a cer- 
tainty rather than a matter of chance. 
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It was within the last decade, when Wood- 
ruff and others first published their figures 
on maternal mortality, that we, as a profes- 
sion, began to appreciate the magnitude of 
the damage done the female of the human 
race through childbirth when unattended or 
attended with incompetency. As a sedative 
in that dormant state, we have had a co-ex- 
isting lethargy in the laity, born of ignor- 
ance and superstition. Childbirth is univer- 
sal and the fact that the majority of women 
will deliver a baby and live through it, with 
little or no care, still gives to the uninformed 
the impression that all that is really neces- 
sary in the care of the pregnant woman is 
to wait a sufficient length of time and Na- 
ture will do the rest. How false and unfair 
this is to those who are about to become 
mothers is shown by the statistics of the 
Government and other-agencies, which place 
the maternal mortality rate at about twen- 
ty-five to thirty thousand annually. That is 
more than the number of men, women and 
children combined killed by automobiles. Be- 
sides this, one writer estimates that for ev- 
ery death there are five parturient women 
who suffer more or less invalidism which is 
too frequently permanent. With this new 
and current evaluation of the problem pre- 
sented by the abnormal case, comes a grad- 
ual but definite and progressive change in 
obstetrical principles and their application 
to these cases. Thus, we are presented with 
the evidence of the great need for a high in- 
terest in this branch of medicine and, at the 
same time, with the opportunity to do a 
great work for humanity. 


One of the greatest contributions to the 
welfare of pregnant women is our modern 
conception and practice of prenatal care. De- 
velopment was first in large maternity 
clinics and in the private practices of pro- 
gressive obstetricians. De Lee, Lobenstine, 
Welton, and others have given us our early, 
concise literature on this long-neglected sub- 
ject. It is probably contributing more to- 
day to the safety of expectant mothers than 
any other single procedure. Employed as a 
routine in all cases, it brings preventative 
medicine into obstetrics and is of exception- 
al value in all instances, particularly where 
pathology is encountered. It may be re- 
sponsible for the normal outcome of an oth- 
erwise difficult case because hyperemesis 
was stopped early, eclampsia prevented or 
successfully treated, or a malposition was 
corrected before radical operative procedures 
were necessary. Especially in all operative 
cases, prenatal care carries with it even 
more importance than the preoperative care 
of selective surgery. 

Prenatal care is the application of princi- 
ples of observation and treatment found 
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sound in other branches of medicine, with 
the necessary modifications and additions. 
It is the employment of medical common 
sense in obstetrics, stimulated by the knowl- 
edge that the pregnant woman, because of 
that condition, is in danger of damage to her 
health or, possibly, of death. What is done 
for her depends on the pathology present. 
To discover this pathology, or properly to 
evaluate it if evident, a careful history is 
taken and a thorough examination made. 
Elementary, it is true, but yet how frequent- 
ly it is not done, and to the detriment of the 
patient. Special attention is paid to points 
in the family history, and in the patient’s 
own history, which may have an obstetrical 
bearing. Only recently did the author fail 
properly to evaluate the history of a peculiar 
dystocia in the mother of a patient. The 
condition was repeated in the patient and, 
while the outcome was favorable, yet it 
could have been made easier for both the pa- 
tient and her doctor. Likewise, nothing 
should be omitted from the general exami- 
nation, since the woman’s general health and 
the condition of its organs determined. 
greatly to the final results. Good obstetrics, 
then, demands the pelvis to be examined and 
the condition of its organs detremined. 
Measurement of the bony pelvis, both in- 
side and out, is essential. Most important 
in this respect is that the roominess of the 
pelvis as evidenced by actual measurement, 
and possibly by x-ray in certain cases, be re- 
membered and its proportion to the size of 
the baby determined as term approaches. 


One of the earliest difficulties met in the 
course of a pregnancy is hyperemesis. It is 
believed that the early, vigorous treatment 
of nausea and vomiting frequently prevents 
the occurrence of the pernicious cycle and 
saves the pregnancy and the life of the 
mother. Textbook discussions of the treat- 
ment of this condition sometimes make us 
feel that no treatment is adequate. That is 
certainly true in the fulminating toxemia 
cases and in neglected cases, where even 
emptying the uterus may not save the 
mother. In the early cases, however, and 
in the absence of appendix, gallbladder, and 
other disease, the combination of the sug- 
gestions offered by De Lee, Adair, Carter, 
Arzt, and others, proves eminently satisfac- 
tory. It is first seen that the uterus is in 
good position, and the cervix treated with 
silver nitrate if eroded. Sometimes this is 
done empirically, even if there is no erosion, 
and results with benefit through the aboli- 
tion of reflex from the pelvis. The value of 
suggestion is remembered at all times. If 
there is any degree of trouble, bed rest is in- 
sisted upon. Ovarian substance, grains 5, 
is given four or five times daily, with lu- 
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minal sodium, grains 114, twice daily. The 
bowels are kept active and frequent feed- 
ings of dry food insisted upon. Fluids, how- 
ever, are forced between meals. The intake 
of carbohydrates and salt is stressed in the 
light of the recent experimental work of 
Titus and his co-workers. Arzt recommends 
the use of ten minims of hydrochloric acid 
before eating and it seems to be of benefit. 
For the individual case, other details of 
treatment, too numerous for the scope of 
this paper, are utilized. For the cases that 
do not respond, hospitalization is almost 
necessary, with medication given hypoder- 
mically, glucose given intravenously, by 
proctoclysis and hypodermoclysis. Titus and 
Dodds have shown that insulin without glu- 
cose is dangerous in the treatment of hy- 
peremesis. Its use, even with glucose, has 
been questioned, but the author has had re- 
sults in desperate cases ascribed to its use 
when thus carefully guarded. Much well- 
directed research is being done, and it is ex- 
pected that the literature will soon be clari- 
fied and the treatment of these conditions 
definitely stipulated. The importance of 
treatment of even the simple cases of nausea 
is suggested by recent experimental work 
which shows disturbances of sugar metabo- 
lism in eclampsia. It may be possible to in- 


fluence the incidence of the latter disease, 
in many cases, by attention to the early tox- 


mia. 

Eclampsia has long been one of the most 
dreaded of complications. Here, again, pre- 
vention is more satisfactory than attempted 
cure. The mother’s well-being is promoted 
by observation every two or three weeks 
during the early months. Blood pressure 
readings are made at each visit, together 
with a urine examination. This vigilance 
is doubled as the last month of pregnancy 
is entered. Vegetables, fruits and dairy pro- 
ducts are stressed in the diet. A large water 
intake is insisted upon. With the appear- 
ance of a systolic pressure of over 130 or 
140, especially if accompanied by albumin 
and edema, additional bed rest is ordered, 
the protein intake cut down as much as pos- 
sible, carbohydrates and fluids forced. How 
useless it is, yet how frequently seen, to 
treat these patients without bed rest. It is 
only recently that we have had an effective 
drug to supplement the general management 
of pre-eclamptic and eclamptic cases. The 
use of magnesium sulphate, hypodermically 
and intravenously, as recommended by Laz- 
ard, gave us our first satisfactory results. 
Recently Le Doux has urged the use of liver 
extract to restore the hepatic balance, but 
the results are not definite as yet. Lowered 
blood sugar during eclampsia, as reported by 
Titus, Dodds and Willetts, immediately sug- 
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gests the value of carbohydrates. The use 
of hypertonic glucose solutions intravenous- 
ly is now a striking addition to our effective 
prophylaxis and treatment. Certain pre- 
eclamptics may be carried to the period of 
viability of the babe, or even to term, with 
a spontaneous delivery. We still treat this 
condition with the utmost respect, however, 
and fulminating cases are best terminated 
by the route easiest for the mother. Force- 
ful delivery of the child during the stage of 
convulsions adds to the mortality. Shock, 
infection and hemorrhage must be avoided. 
A multipara may start in labor spontaneous- 
ly, or labor may be induced. Termination 
of such labor may be normal or rapid, but it 
is well to remember that, frequently, pains 
are hard to elicit, or may be ineffectual in 
these cases, and result in operative interfer- 
ence hours or days later that will prove dis- 
astrous. Primiparae with long, rigid cer- 
vices, and perhaps contracted pelves with 
fulminating toxemia, are frequently better 
delivered by cesarean section under local 
anesthesia. This is especially true with the 
comparative safety of the new low cervical 
cesarean section and the improved condition 
for future child bearing in which the patient 
is left by this operation over the classical 
section. Venesection, sweating catharsis 
and most of the drugs, have been discarded 
in the treatment of eclampsia, along with 


the old methods of forced delivery. 

The treatment of choice then, in eclamp- 
sia, consists, first, in the giving of morphine 
hypodermically, followed by chloral hydrate 
per rectum, as advised by Stroganoff, Twee- 


dy and Williams. Magnesium sulphate is 
given intravenously, as suggested by La- 
zard; this acts as a sedative, besides reduc- 
ing cerebral edema and stimulating elimina- 
tion. As soon as it is practical, hypertonic, 
25 per cent glucose, up to 300 c.c. is given 
intravenously, at the rate of not more than 
1 gram per minute. This is repeated every 
four or five hours until the convulsions have 
ceased, and at slightly longer intervals dur- 
ing the next twenty-four hours, until the 
patient takes fluids by mouth. According 
to Titus, diuresis immediately results, the 
blood pressure drops, the convulsions cease, 
and consciousness returns. Delivery of the 
child may be undertaken by the easiest 
method only if the above treatment is inade- 
quate for complete control. 


Prenatal care also assists us in the hand- 
ling of other conditions which are frequent 
sources of trouble. In _ brief, the heart, 
lungs and kidneys are subjected to special 
watchfulness. The patient’s general health 
is built up and her daily activities regulated. 
Distinctly obstetrical is the preparation to 
protect her from infection at delivery. The 
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infected cervix is given special attention and 
all possible foci of infection throughout the 
body eradicated. The treatment of gonorrhea 
and syphilis is essential. Bleeding should 
be watched for and the terrific toll of pla- 
centa previa reduced by the prompt treat- 
ment of these cases. The position of the 
fetus should be determined and watched and, 
frequently, the results of this observation 
are indeed worth while. 


Tight occipitoposterior positions are treat- 
ed by posture so that flexion and descent of 
the head into the pelvis are augmented. Face 
and brow positions are watched for and cor- 
rected before the head descends into the pel- 
vis. Because of the high fetal mortality of 
breech deliveries, external version around 
the eighth month is advocated by Bartholo- 
mew, King, Gladden and others. It can be 
accomplished with gratifying results in over 
half of these cases. It is not done without 
danger, however, as De Lee points out, if 
force is used, and unfavorable cases selected. 
Measurement of the fetus at frequent inter- 
vals, to determine the approach of term, is 
as essential as to watch the date set on the 
history sheet. An overly large babe, even a 
proportionately large babe as regards the 
pelvis, requires consideration even if not at 
term. It is often better to attempt to induce 
labor by a comparatively safe means in time 
to enable the woman to have a normal labor, 
than to allow the condition to go on, with 
dystocia resulting. The castor oil, quinine 
and pituitrin method of Watson, modified 
by Mathieu, gives good results in careful 
hands with less danger to the mother and 
child than gauze packing, bougies, or the 
Voorhies bag. While such induction fre- 
quently is not a simple matter and may be 
attended by dangers, yet it is one of the 
safest methods of avoiding severe dystocia 
and associated problems frequently found at 
term. 


The delivery of the cases where dystocia 
is present or imminent has always been, and 
always will be, a subject of tremendous and 
vital interest. We have briefly reviewed 
some of the difficulties that may be met 
during pregnancy. Constantly in the fore- 
ground should be the knowledge that many 
of the emergencies and difficulties of the 
delivery room are avoided by careful man- 
agement of the case during pregnancy, es- 
pecially during the latter months. Neverthe- 
less, occasions will always be frequent when 
the delivery of the woman of a viable and 
living child, with no maternal morbidity or 
mortality, demands the utmost in knowl- 
edge, judgment and skill. 

The outstanding feature of the modern de- 
livery room is the strict observance of the 
principles of surgical aseptics and antisep- 
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tics. The obstetrician must guard every in- 
vasion of the birth canal, as it may mean 
the life of the mother. Hospitalization of 
maternity cases is a help and is becoming 
more universal and more easily effected. It 
should react to the benefit of the patient. It 
will not do so, however, unless our general 
hospitals maintain a strict separation of in- 
fectious cases from the maternity wards. 
This applies, likewise, to the personnel and 
equipment. Labor room and delivery room 
technic must be maintained to a surgical de- 
gree by both the hospital and the physician. 
Ill-advised operative procedures must not be 
undertaken under the comforting conven- 
ience of a hospital which proves inadequate 
to offset the lack of judgment and skill pos- 
sessed by the attendant. Such results are 
what lend foree to the statement of De Lee 
that he thinks maternal mortality in this 
country is kept up by the general hospitali- 
zation. Attention to the above points, if 
wide-spread, would guarantee the patient’s 
comfort and safety, the physician’s conven- 
ience, and the hospital’s assets. 

The obstetrical forceps is still an aid to the 
physician and to the patient, in dystocia, 
where delivery can be effetced from below. 
Positively, their use by the novice cannot be 
sanctioned. Most instrumental deliveries, 


if properly done, are exhibitions of much 


skill and judgment. Obstetrics today de- 
mands the relief of as much pain as possible 
in the first stage of labor through the judic- 
ious use of sedatives such as morphine and, 
in selected cases, the use of rectal ether. The 
prevention of exhaustion, the protection of 
the cervix from damage due to too early ex- 
pulsive efforts, and the strict observance of 
antisepsis and asepsis, have long been 
stressed. Observing the progress of labor 
thvough abdominal and occasional rectal 
examinations is safer than frequent vaginal 
examinations. The high forceps operation, 
attempted delivery through the incompletely 
dilated cervix, destruction of the pelvic floor 
that could be saved by episiotomy, and simi- 
lar procedures, are antiquated. Immediate 
repair of birth canal injuries in clean cases 
is recommended. Positive diagnosis of fetal 
position, with manual rotation of the fetal 
head, prevents the mutilation and death of 
many infants through forceps injuries. 

In effecting delivery of the child in bor- 
der-line cases, the greatest conservatism 
consistent with the welfare of the patient 
should be practised. It would be ideal if all 
who do obstetrics could ascertain before la- 
bor the ideal method of delivery, and differ- 
entiate those who must deliver by cesarean 
section and those who will deliver from be- 
low with satisfactory operative procedures. 
Williams says that such prognostic ability is 
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unattaintable, but with training it can be ap- 
proached. Modern obstetrics assumes that 
those who handle these cases have the prop- 
er training and judgment. It is well to re- 
member that so-called radical procedures 
may be really conservative. This is most 
frequently true in the hands of the skilled. 
No conservative will admit that a craniot- 
omy done to terminate a three-day labor is 
better than a well-timed, and skillfully done, 
cesarean. 

Since the introduction of the low cervical 
section especially when done under local 
anesthesia, indications for the operation 
have become more elastic, because of its 
greater safety. According to Lull, this is 
justifiable in conscientious hands, and places 
back in the home women who are physically 
capable of taking care of their newborn chil- 
dren and not chronic invalids from mutila- 
tion due to attempted delivery from below 
in the face of anatomic and physiologic im- 
possibilities. Without question, the mor- 
tality from section is lowering since it is 
becoming understood that the operation 
should be done as a matter of election rath- 
er than of last resort. Pelvic contraction 
is the most frequent indication. Failure in 
forceps delivery in these cases, then version, 
pubiotomy, or craniotomy, in a desperate at- 
tempt to effect delivery, seldom occur in 
good obstetrics. Williams and Sun have re- 
ported distinctly lower mortality rates over 
those attained with so-called conservative 
methods, in large series of these cases from 
the use of the elective section, either classi- 
cal, low cervical, or Porro, if infection is 
present. 

Bill, in Cleveland, reports equally satis- 
factory results in that dreaded complication, 
placenta previa. He advocates prophylactic 
blood transfusion and cesarean section, es- 
pecially in lateral or central insertions. His 
reasoning is sound in that the atony of the 
uterus from anemia, with more hemorrhage 
and the establishment of a vicious cycle, is 
prevented. Operation before the cervix has 
lost its contractibility and power to contro! 
hemorrhage because of dilatation in labor, 
completes his results. In the light of these 
results of modern, skilled obstetrics, we can- 
not but question the so-called conservatism 
of the Braxton-Hicks version, Voorhies bag, 
forced delivery and other methods, resulting 
in trauma to an already weakened and blood- 
spurting cervix in placenta previa. 

On conscientious indication, the operation 
may be the method of choice in abruptio pla- 
centae, some toxemias, heart disease, ob- 
structive tumors and other conditions. The 
discussion, if entered, would be endless. The 
border-line case determines the quality of the 
obstetrician. The better trained he is, the 
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more he will avoid mutilation of mother and 
child. At the same time, his prenatal care 
will make possible the normal or easy instru- 
mental delivery of many threatening cases. 


The welfare of the patient is not always 
insured as soon as she is delivered. Strin- 
gent supervision of the puerperium will miti- 
gate many of the untoward effects of a diffi- 
cult delivery. Much morbidity is avoided by 
elevation of the patients into the Fowler po- 
sition and the improved drainage resulting. 
Particular attention should be paid the blad- 
der and stasis of urine prevented. If our 
work has been good, puerperal infection sel- 
dom results. If it does, the conservative 
management recommended by nearly all the 
recent writers is positively indicated. Enter- 
ing the uterus for any other reason than 
hemorrhage, the doing of hysterectomy and 
other operations outside of the drainage of 
abscesses, are idle gestures and do harm. In 
the afebrile puerpera, bed exercises after the 
first few days promote the patient’s well-be- 
ing. The knee-chest position and exercises to 
keep the uterus forward and the large ves- 
sels of the pelvis free from stasis, must not 
be neglected when she is out of bed. The 
postpartum examination before the end of 
the second month, preferably earlier, fre- 
quently gives us the opportunity easily to 
correct displacements and other imperfec- 
tions. Its omission is still one of our great- 
est obstetrical sins. 

Since we have the desire, the knowledge, 
and the skill to help those who anticipate 
childbirth, and especially those who face dif- 
ficulty and danger, let us do the one remain 
ing thing between us and the universal ac- 
complishment of our object. I refer to edu- 
cation of the public in all things obstetrical. 
The lay press and government agencies are 
already slowly disseminating information to 
expectant mothers. However, the number of 
women who know that early and competent 
medical care is essential to their safety in 
pregnancy, is still pitifully small. Yet there 
are few indeed who have not been treated by 
a physician for other ailments in the not dis- 
tant past. Are we doing our full duty if we 
fail to take every opportunity to supply this 
vital informatioin to those who need it, or 
will need it in the near future? Obstetrics is 
now receiving the attention of the best minds 
in medicine. Let us bend our efforts toward 
the application of their teachings in a field 
where it is so necessary. 

CONCLUSION 

It has been requested that this paper con- 
tain something of value to the general prac- 
titioner. An endeavor has been made to do 


so in a general way. It has been shown that 
obstetrics is not always the simple problem 
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of catching the baby as it emerges from the 
birth canal. The problems met are easily as 
difficult and important as those found in any 
other major branch of medicine. The mor- 
tality and morbidity rates are sufficiently 
high to warrant more than the present inter- 
est shown by both the laity and by the medi- 
cal profession as a whole. Definite progress 
is being made by comparatively small groups 
of enthusiastic workers, so that there now 
exist definite advances in obstetrical prac- 
tice, both as to technic and the management 
of all obstetrical cases, and especially the 
conduct of the difficult case. The general 
practitioner now frequently prefers to shift 
the responsibility of the latter to the shoul- 
ders of the obstetrical specialist, whose train- 
ing is more thorough and whose contact with 
such cases is more frequent. The majority 
of mothers, however, are delivered by the 
man in general practice and probably always 
will be; therefore, it is distinctly to the ad- 
vantage of both the doctor and the patient if 
the physician remembers that childbirth is 
a universal phenomenon and, as such, may 
easily make up a considerable part of his 
practice. Both he and his public will profit 
from any special interest and training which 
he may manifest in this deserving work. The 
greatest advance in obstetrical thought and 
practice is the development of a definite 
routine for the prenatal and postpartum care 
of parturient women. Strict application of 
these principles will frequently prevent the 
occurrence of serious developments and 
bring about a normal outcome to a case 
which, if neglected, would require difficult, 
special treatment and operative delivery. 
This is definitely to the advantage of the 
general practitioner as it keeps the case in 
his hands and adds, not only to the welfare 
of his public, but to their satisfaction with 
his work. 
DISCUSSION 

DR. C. E. YOUNT, (Prescott, Arizona): I am par- 
ticularly pleased that our essayist has brought to 
our attention in annual convention the subject of ob- 
stetrics. I care not what specific phase of the vast 
subject he elects to discuss, the fact that he directs 
our thoughts to obstetrics, at this, the time of our 
annual “revival of learning,” places the Association 
in his debt. 

The paucity of articles on obstetric subjects in 
most of our medical journals is, I believe, approach- 
ing a serious minimum,—an imbalance of editorial 
distribution which constitutes “contributory negli- 
gence” when we come to fix the responsibility for 
our present high death rate in childbirth. 

Take our own Society, for instance,—if my mem- 
ory serves me correctly, we have had no real honest- 
to-goodness paper on obstetrics since Dr. H. A. 
teese gave us his excellent monograph on the man- 
agement of the occipito posterior positions at the 
Bisbee meeting. 

The Journal of the American Medical Association, 
with a section on Obstetrics, Gynecology and Ab- 
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dominal Surgery, has the obstetric subjects pretty 
well crowded out by the other two engrossing spe- 
cialties. However, the articles of J. C. Litzenberg 
of Minneapolis, Hugo Ehrenfest of St. Louis, W. D. 
Porter of Cincinnati, and Piper and Rachman of 
Philadelphia, record real scientific progress and 
should be read in connection with our subject. 


When I go to Surgery, Gynecology and Obstetrics, 
to look up a strictly obstetric subject, I am remind- 
ed of one of Charles Dickens’ novels, wherein the 


firm’s name, “Tellson’s Bank, London,” carrier on, 
with Tellson dead 150 years before the story begins. 
In Surgery, Gynecology and Obstetrics, the obstetric 
partner seems to have passed on, but the firm name 
endures. 


My discussion then partakes more of the nature 
of an expression of gratitude for a paper, so timely 
and erudite on a subject so frequently omitted; and 
second, it is a plea for at least one paper on obstet- 
rics at each annual meeting; and why? The diffi- 
cult obstetric case, as our essayist has pointed out, 
is altogether too frequent, while our vanishing 
knowledge of the exact science of the mechanism of 
labor makes the difficult case more difficult and 
contributes to fetal and maternal morbidity and 
mortality. Note the great increase in the decade 
1915-1925 of 14.8 per cent in baby deaths from birth 
injuries. It is admittedly true that these figures 
represent results in difficult obstetric cases, but the 
fact remains that as a profession we have not reg- 
istered due progress in the science of obstetrics. 
One may deduce from these figures evidence of 
retrogression in the obstetric ability of the family 
physician, for be it remembered, that it is he who 
in America confines over 80 per cent of the women. 


Chamberlain gave us the obstetric forceps 350 
years ago, but DeLee says they are not to be used 
as cranio-clasts. 


J. C. Litzenberg, Professor of Obstetrics in the 
University of Minnesota, deals us a solar plexus 
blow in these words, “These figures (supra) should 
be quite sufficient argument against the present 
day mania for interference with labor by the injudi- 
cious employment of forceps, version, or cesarian 
section. This increase of deaths from birth injuries 
of nearly 15 per cent is a stunning rebuke to these 
impatient physicains who are in a hurry to get home 
to bed, to the office or to a golf game.” 


We have said nothing about maternal injuries in 
the difficult obstetric case. They are a prolific 
source of infection and chronic invalidism. 


Litzenberg gives the following rules which, if re- 
hearsed and practised by those doing obstetrics, will 
lessen the frequency of the difficult case and render 
it less difficult:— 


Give the pregnant woman prenatal care. 
Diagnose carefully the position and presenta- 


Be meticulously aseptic. 
. Quit unnecessary intervention (especially in 
occipito-posterior positions). 


5. Never do an operative delivery before com- 
plete dilatation. 


6. At all times appreciate the dignity and high 
demands of obstetrics. 


- maternal and baby mortality will drop as 
well. 
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FRACTURE OF PELVIS, WITH REPORT 
OF TEN CASES. 
ROBERT FERGUSON, M. D. 
Bisbee, Arizona. 

(Read before the thirty-eighth annual meeting of 
the Arizona State Medical Association, in Prescott, 
Ariz., April 18 to 20, 1929.) 

These fractures are usually caused by 
great violence, falls from a height, pressure 
in an anteroposetrior direction, lateral com- 
pression or muscular action. 

They may occur in the ilium, ischium or 
pubic bone, or in any two, or all. They may 
be divided into two classes clinically: Those 
with and those without visceral injury. On 
examination we find pain on motion, localiz- 
ed tenderness on seat of fracture, and, of 
course, the x-ray will show us the seat of 
trouble. 

We should always catheterize in these in- 
juries, looking for trouble in bladder or ure- 
thra. The more common visceral lesions are: 
bowel, bladder and urethra. 

Prognosis is grave in visceral lesions and 
in old people. 

Treatment depends on the _ fracture, 
amount of displacement, and complicating 
visceral injuries. When displacement is not 
bad, all that is needed is rest in bed and an 
adhesive strap around pelvis. If bladder is 
injured we must drain; also, the urethra will 
need perineal drainage to be followed by 
sounds. The patient should be in bed four to 
six weeks and off work three to six months. 

In this series of cases, ten in number: 

Six were caused by great pressure— 
automobile turned over on patient or 
patient was caught between motor 
and post; three were caused by falls, 
having been knocked down by falling 
rocks; one was caused by muscular 
action. 

Eight were men and two were women. 

There were two visceral lesions: bladder, 

one; urethra one. 

Two deaths, both from pneumonia. 

In the others the after results were 
good. 

Bones affected: ilium, 
three; pubic, five. 

Two things should be emphasized: 

1. There may be very little disability and 
symptoms may be very mild, therefore: 

2. All suspicious cases should be x-rayed. 


two; ischium, 


REPORT OF CASES WITH X-RAY 

1. Case No. 1256. Mr. W., age 26, white, single, in- 
jured May 1, 1927. Previous history negative. 

He was injured in automobile wreck, was in tour- 
ing car which turned over on him, front seat resting 
on pelvis. He was in this position over two hours, 
according to his statement. 

Right foot and leg everted. X-ray shows fracture 
of right ischium with marked separation at symphy- 
sis. No injury to viscera. 
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Treatment: Symphysis was forced together by 
pulling an adhesive band around it and a double 
plaster of paris spica applied. There is still separa- 
tion at the symphysis, but functional result is ex- 
cellent. 


2. Case No. 1640. Mr. S., age 18, white, single in- 
jured January 27, 1928. Previous history negative. 

Caught between car and post. Blood in urine 
showing bladder injury. Abdomen opened and drain- 
age tube sewed in bladder. Developed lobar pneu- 
monia, February 11, died Feb. 15. 

X-ray showed fracture of horizontal and descend- 
ing rami left pubic bone. 


3. Case No. 1563. Mr. F., age 43, white, miner, 
injured Feb. 6, 1928. Previous history negative. 

Motor car pushed him against side of drift. Left 
hip was crushed. X-ray showed fracture of ramus 
of ischium on both sides. No injury to viscera. 

He was able to work and did not think he was 
much hurt, but, on account of having had a crush- 
ing injury, x-ray was taken, which showed fracture. 


4. Case No. 1813. Mr. S., age 21, single, injured 
June 15, 1928. Previous history negative. 

He was working underground with cars pushed 
by motor and was caught between car and post, 
causing fracture of pelvis. 

X-ray shows fracture of left horizontal and de- 
scending rami of pubic bone. No injury to viscera. 


5. Case No. 2156. Mr. McC., age 26, married, in- 
jured Jan. 4, 1929. Previous history negative. 

He attempted to step between mine cars, when 
the train was moving very slowly. Pelvis was caught 
between car and post and fractured; car stopped, 
then pulled forward a little, rolling him and catch- 
ing other side, causing another fracture of pelvis. 

X-ray shows fracture of ilium on both sides from 
crest down toward anterior superior spine. No in- 
jury to viscera. 

He was working again March 25, 1929. 

6. Case No. 2204. Mr. R., age 40, white, married, 
miner, injured Feb. 4, 1929. Nothing in previous his- 
tory. 

Rather large rock fell on him, striking his head, 
causing two scalp wounds, three and two inches 
long. He was knocked down, striking on his but- 
tocks. Complained of pain in neck and perineum. 

No skull fracture. X-ray shows fracture of left 
pubic bone, horizontal ramus. No injury to viscera. 


7. Case No. 1638. Mr. R., age 25, white, married, 
injured Jan. 26. 1928. Previous history negative. 

He was knocked down by falling rock under- 
ground; fell almost eight feet and rocks fell on him. 
Lacerations of forehead, lips, right arm, contusions 
of chest. Laccration of perineum extending to scro- 
tum and anus. No injury to bladder, but into ure- 
thra, very severe hemorrhage several days later. 
Wassermann negative. 

X-ray shows fracture of left descending ramus of 
pubic bone and ascending ramus of ischium. 


8. Case No. 2196. Mr. F., age 44, white, married, 
mucker, iniured Jan. 31, 1929. Previous history neg- 
ative. Urine, negative. 

Had a “catch” in left hip while pushing car in 
drift. His foot slipped when he experienced this 
pain. Had to lie down at once and was helpless. 
Had to be carried out of mine. 

Pain over left ilium on slight pressure or on mo- 
tion. No external marks of violence. X-ray shows 
fracture of left ilium, crest to anterior superior 
spine. No injury to viscera. Wassermann negative. 

9. Case No. 2342. Miss C., age 21, single, white, 
injured Dec. 25, 1928. Previous history negative. 
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She was riding in auto which ran into ditch, was 
thrown clear of car, simply striking ground, so far 
as she knows; thinks nothing fell on her. No marks 
about hips that would indicate severe contusion 
about pelvis. Very little pain on movement. Able 
to walk and did not complain of much pain. Some 
symptoms of shock. No visceral injury. 

X-ray shows fracture at the symphysis, left hori- 
zontal and descendins rami of pubic bone and ramus 
of ischium. The patient had very slight symptoms 
of severe injury, was able to work and fracture was 
not found until x-rays were taken. 

10. Case No. 2167. Mrs. H., age 68, white, mar- 
ried, injured Jan. 11, 1929. Previous history—no 
bearing on case. 

Attempting a steep grade in a heavy snow storm, 
her automobile skidded and rolled down steep hill, 
turning over several times. She was pinned be- 
tween car and a tree. 

X-ray shows fracture through both horizontal and 
both descending rami of pubic bones. No injury to 
viscera. 








A PLEA FOR THE VERY EARLY DIAG- 
NOSIS AND VERY EARLY TREATMENT 
OF CANCER 
E. PAYNE PALMER, M.D., F. A.CS. 
Phoenix, Arizona 
(Read before the thirty-eighth annual meeting of 
the Arizona State Medical Association, held at Pres- 

cott, Arizona, April 18 to 20, 1929.) 

We need to be “reminded” after we are 
educated. 

As Arizona State Chairman of the Ameri- 
can Society for the Control of Cancer for a 
number of years. I have been active in car- 
rying on an educational campaign, for the 
laity, against cancer, through newspaper 
publicity, talks before civic clubs, women’s 
clubs, schools for nurses, and at special pub- 
lic meetings held for the discussion of can- 
cer. At all of these meetings, well prepared 
literature on cancer is distributed. Because 
of the prevalence of cancer, the laity should 
know how to recognize some of the principal 
danger signals and upon the first suspicion 
that they exist, seek the advice of a well 
qualified physician. They must realize that 
very early diagnosis and very early eradica- 
tion of the disease affords the only hope of a 
cure. The dissemination of practical knowl- 
edge of cancer to the laity is aiding in reduc- 
ing the mortality. I have been assisted in 
this work by medical men in the state and 
by representatives sent here by the Society. 
Following these campaigns, there is always 
an increase in the number of patients who 
seek the advice of the physicians about ab- 
normal conditions which may be of malig- 
nant nature. 

At a meeting of the American Public 
Health Association, held in Chicago last Oct- 
ober, it was decided that a State Cancer Com- 
mittee be formed in each state, consisting 
of the state chairman of the American Soci- 
ety for the Control of Cancer, a representa- 
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tive from the state medical society and the 
state health officer. It was decided at the 
meeting of the House of Delegates yester- 
day that the past-president be the society 
member. The Arizona State Cancer Commit- 
tee has therefore been formed and has held 
a meeting. 

A little more than a year ago I did some 
campaign work among the physicians of Ari- 
zona. I feel that there is still need for educa- 
tion within the ranks of the medical profes- 
sion especially in the determination of the 
very early stages of cancer and the import- 
ance of very early treatment. 

Cancer has persisted throughout the ages 
and has baffled the medical profession and 
thousands of co-workers who have labored 
to determine its causes, and to effect a cure. 
The cause of cancer is unknown. Many the- 
ories have been offered but all have been dis- 
proven. Even though we do not know what 
causes cancer, we do know a great deal about 
how it occurs and what conditions are apt to 
produce it. Long continued irritation in some 
part of the body, especially after the person 
is of the cancer age, is the most potent fac- 
tor in its production. 

The time to cure a cancer is before it ex- 
ists; that is, to remove or avoid the condi- 
tions which lead to cancer. The so-called 
precancerous stage should be recognized in 
order to prevent cancer. Bear with me while 
I “remind” you of some of the danger sig- 
nals. Moles and warts which change in ap- 
pearance, shape and size, or which become ir- 
ritated. Obstinate, indurated ulcers and fis- 
sures on the skin surfacse and orifices of the 
body and old burn scars that are irritated. 
A chronic fissure or induration of the nipple, 
a tumor in the breast. A steadily increasing 
difficulty in swallowing with regurgitation 
of food in an undigested condition usually 
means esophageal cancer. The stomach is 
the seat of the disease in nearly one-third of 
all of the foci cases of cancer in men and one- 
fifth in women. Therefore, in all cases of 
chronic digestive disorders, make an early 
careful and complete examination of the en- 
tire alimentary tract. Cancer of intestines is 
almost always in the large intestine. One 
cancer occurs in this locality to every two in 
the stomach. Half of the cancers of the bow- 
els are in the rectum. This form is occasion- 
ally in children. Symptoms: early constipa- 
tion, later alternating with diarrhea, accom- 
panied by pain and blood in the stool, loss of 
weight. Cancer of the rectum is frequently 
mistaken by the physician for piles. Bleed- 
ing from the bowels is a symptom which 
should never be neglected. Cancer and hem- 
orrhoids coexist. Cancer of bladder and pros- 
tate are frequent. Pain is a late symptom. 
Blood in the urine and increased frequency 
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of micturition are early symptoms. Cancer 
of the kidney produces blood in the urine 
and pain in the back. Erosions and unhealed 
lacerations of the cervix and a cervix that 
bleeds easily should be considered precan- 
cerous. A marked change in the vaginal dis- 
charge, especially if watery and tinged with 
blood. A continuous bloody vaginal dis- 
charge, an increase in the amount, character 
and duration of the menstrual flow. In rap- 
idly growing bone tumors, especially when 
there is a history of trauma, malignancy is 
to be expected. 

A thorough physical examination is not 
sufficient to make the diagnosis in many of 
the very early cases of cancer. Biopsy should 
be resorted to more frequently. While there 
is some danger from biopsy, the information 
gained far overcomes the risk, as there is no 
other way of making a diagnosis in the very 
early stages of cancer. Diagnostic curettage 
in suspected uterine cancer is equally as im- 
portant as biopsy. As soon as the diagnosis 
of cancer is made, the case calls for emerg- 
ency treatment. Watchful waiting means 
certain death. The responsibility of the case 
rests upon the shoulders of the physician 
who first sees the patient and not upon the 
surgeon or radiologist who has it referred to 
him months later. 

The recorded mortality from cancer is on 
the increase in most civilized countries. How 
much of this is actual and how much is due 
to improvement in diagnosis is not known. 
In 1923, the estimated death rate in the 
United States was above 100,000 the latest 
year for which figures are now available. 
The recorded mortality rate for 1923 was 
84.4 per 100,000 persons per annum. The an- 
nual increase in the official cancer death rate 
is approximately two and a half per cent. 
Cancer is almost exclusively a disease of 
adult life; for, of the total number of deaths 
from cancer at all ages, about ninety-five per 
cent occur after the age of thirty-five. Can- 
cer is especially frequent among women. Of 
deaths over the age of forty, one in ten in 
men is due to cancer and one in seven among 
women. Between the ages of thirty-five and 
forty-five, two and one-half times as many 
women as men die of it. The excessive mor- 
tality among women is due to cancer of the 
breast and the organs of generation. Exclud- 
ing cancer of the breast and the female gen- 
erative organs the relative frequency of all 
other forms of cancer combined is approxi- 
mately twenty-five per cent higher in males 
than in females. This mortality can only be 
reduced by very early diagnosis and very 
early application of proper treatment. 

The duration of the disease will easily de- 
termine the prognosis and the latter is the 
most important of all. 
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PRINCIPLES OF MEDICAL ETHICS 
ROBT. T. FRANKLIN, M. D. 
Glendale, Ariz. 

(Read at the Maricopa County Medical Society, 

regular meeting held on Feb. 4, 1929.) 

The principles of medical ethics may be 
divided into three phases, according to 
whether this refers to the duties of the 
physician (1) to patient, (2) to fellow prac- 
titioner, or (3) to the public. 

The primary object of the profession is 
the service which can be rendered to hu- 
manity; reward or financial gain should be 
a subordinate consideration. The practice 
of medicine is a profession and in choosing 
this profession, an individual is obligated 
to conduct himself in accord with its ideals. 

There are times when a physician must 
determine whether his duty to society is 
greater than that to an individual patient. 
In such cases he must use the same consid- 
eration that he would expect a fellow physi- 
cian to show to him or to his own family, 
under like circumstances. An example of 
this will be found in the protection of a 
healthy individual from becoming infected 
by the use, on the part of the physician, of 
knowledge entrusted to him through jsthe 
confidence of another patient. Under such 
circumstances, the physician must use his 
best judgment, for the good of most people 
concerned. 


The physician should, at all times, be per- 
fectly frank when dealing with a dangerous 
disease. He should neither exaggerate nor 
minimize the gravity of the patient’s condi- 
tion. He should assure himself that the pa- 
tient and the patient’s family have such 
knowledge of the condition as will be for the 
best interests of the patient and his family. 


In dealing with the duties of the physician 
to his fellow practitioner I shall attempt to 
outline only a few of the major points, prin- 
cipally those duties which are most often ig- 
nored or overlooked. The obligation assumed 
upon entering the profession requires the 
physician to conduct himself as a gentleman 
and demands that he use every influence to 
uphold the dignity of the vocation. It is the 
duty of the physician to associate himself 
with medical gocieties and contribute his 
time, energy and means that these societies 
may represent the ideals of the profession. 

It is well known and generally observed 
that solicitation by physicians through cir- 
culars, advertisements, personal communi- 
cations or interviews, is unprofessional. 
But we should also observe that it is equal- 
ly unprofessional to procure publicity by in- 
direct advertisement or by furnishing or 
inspiring newspaper comments concerning 
cases in which the physician is or has been 





448 





concerned. All self-laudations defy the tra- 
dition and lower the tone of any profession 
and so are intolerable. The most worthy 
and effective advertisement is a well earned 
reputation for professional ability and fi- 
delity. Every physician should aid and safe- 
guard the profession against the admission 
and continuance in its ranks, of those who 
are unqualified because of moral charac- 
ter, unethical conduct or education. 


There is another thing that is sometimes 
taken lightly, and that is punctuality, par- 
ticularly in instances of a consultation. It 
is an insult to a doctor to keep him waiting 
when the delay is avoidable. It leaves the 
impression that the waiting doctor’s time 
is not as valuable as your own. 


We have now taken up those phases 
which are responsible for most misunder- 
standings, and often the beginning of long 
feuds between doctors and groups of doc- 
tors, which tend to cheapen the profession 
and lower ethical standards. 

Physicians in conversation with a patient 
under the care of another physician should 
observe the strictest caution and reserve, 
should give no hints relative to the nature 
and treatment of the patient’s disorder, nor 
in any way tend to diminish the trust re- 
posed in the attending physician. All physi- 
cians should avoid making social calls upon 
those who are under the professional care 
of another physician, and should such a 
friendly visit be made there should be no in- 
quiry relative to the nature of the case, but 
the conversation should be on subjects other 
than the physical condition of the patient. 


There has been much discussion both in 
and out of the society relative to so-called 
“stealing of cases.” I do not believe there 
are many cases actually stolen, nor would 
there be any if we were frank in discussing 
our differences and misunderstandings with 
each other. We should remember that it is 
a patient’s privilege to change physicians at 
any time that’ he chooses, provided this is 
done in a legal and regular manner. When 
the attending physician has been dismissed 
and paid off or arrangements made for pay- 
ments which are mutually agreeable to both 
physician and patient, he is then at liberty 
to employ any physician he chooses, and the 
physician is perfectly within his rights to 
accept such a case. However, it is considered 
a courtesy for the newly retained physician 
to communicate personally or by phone, 
thereby confirming the legal dismissal and 
obtaining what information the dismissed 
physician may be able to give regarding past 
examinations and treatment. This the dis- 
missed physician should freely give. 

I believe if this method were carried out 
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at all times when the attending physicians 
are changed there would be far less animos- 
ity and jealousy in the profession. How- 
ever, when physicians, from any cause, be- 
come incensed with petty jealousies and 
forget their duties to their profession so far 
that they lose no opportunity to belittle the 
character and professional ability of their 
fellow practitioners, that in turn calls for 
retaliation of asimilar nature from the oth 
er physicians. Consequently, many people 
will believe both stories, and the cults profit. 
This is illustrated by a story of a war which 
waged in a certain city between the gas 
company and the most prominent oil com- 
pany which in their daily advertisements 
in the papers called attention to certain ac- 
cidents, fires and explosions caused by gas 
or oil, as the case might be, and in turn ad- 
vised the use of his own product. The elec- 
trical power company said nothing, but 
reaped the benefits as the public consequent- 
ly turned to electricity. 





MALARIA IN TABES DORSALIS. 
GEORGE E. SHIELDS, M. D. 
Phoenix, Arizona 

(Presented before staff meeting of St. Joseph’s 
Hospital, Phoenix, Ariz.) 

In discussing the several cases I have in- 
oculated with malaria here in the hospital, I 
have found it difficult to confine myself to 
the subject and also to be brief, the chief re- 
quirements of any subject. 


Pathology and symptomatology of syphilis 
of the central nervous system are certainly 
interlacing and borderline cases are the rule. 
I will attempt a brief outline of tabes and 
present three case reports of tabes and tabo- 
paralysis. 


History: Among the earliest to recognize 
and teach of syphilis of the central nervous 
system, were Leoniceno of Venice in 1498, 
Lalleman of Paris in 1834, Virchow in 1858 
In passing, I will mention John Hunter in 
1859, remarkable in that he denied the dual- 
ity of syphilis and gonorrhea; then Huebner 
of Leipsic in 1874, and Fournier of Paris in 
1876. Noguchi and Moore demonstrated in 
1913 the treponema in the posterior column 
of the spinal cord in tabes and Dunlap, in the 
same year, pointed out the borderline cases 
of tabes, general paralysis, meningitis, arte- 
rial changes, ete. 

The pathology of the central nervous sys- 
tem may be classified under the following: 
(1) meninges. (2) arteries, (3) brain sub- 
stance, (4) cord substance, (5) nerves. 

Again we have the gummatous single or 
multiple involvement and then diffuse infil- 
tration of the tissues with treponema and ac- 
companying destructive changes. 
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Definition of tabes: A diffuse infiltration 
of the cord, especially the posterior columns, 
with treponemata and destruction of the 
ganglion cells and resulting sclerosis plus 
other pathological conditions, as meningitis, 
constitute the anatomical picture of tabes 
dorsalis. 

Occurrence: Usually between the fifth and 
tenth year and may vary from ten months 
to thirty-five years. 

SYMPTOMS 
Sensory: 

Subjective: Varying pains, (very early 
symptoms), paresthesias. 

Objective: Analgesias, hyperalgesias, an- 
esthesias, impairment of stereognosis. 

Motor: Ataxia, involuntary movements, 
paralysis. 

Visual: Ptosis, Argyll-Robertson pupil, ir- 
regularity of pupils, sluggishness of pupils. 
Auditory: Recurring sounds, deafness. 

Visceral: Gastric crises, vomiting. 

Bladder: Difficulty in starting, inconti- 
nence, tenesmus. 

Genital: Excessive desire first, diminish- 
ing of sexual appetite, impotence, loss of cre- 
masteric reflex, analgesia in testicle, clitoris 
crisis. 

Largygeal Crises. 

Bones: Frequent sites for fracture, spon- 
taneous fractures. 

Muscles: Trophic changes. 

Skin: Herpes zoster, penetrating ulcers. 

Bladder Picture: Minute trabeculations, 
diverticuli, ulceration in the secondary stage. 

PROGNOSIS 

I would make a strong plea for early diag- 
nosis. Early cases may be entirely cleared. 
Spread of infection may be checked. 


TREATMENT 


The forms of treatment may be as follows: 
Symptomatic, intraspnial injections, protein 
shock, dependt drainage followed by try- 
parsamide and salvarsan, malaria, use of bis- 
muth and arsenic preparations intramuscu- 
larly. 

CASE REPORTS 

Case 1. Mr. C., age 31, family history negative. 

Past history: Venereal wart cauterized in 1923, 
no further symptoms; otherwise negative. 

Present illness July, 1928, began to feel dizzy and 
have tingling sensation in legs. November, 128, 
had difficulty in starting urine, bladder always full. 

Cystoscopic examination revealed fine trabecula- 
tions of bladder wall and diverticulum of right pos- 
terior wall. Argyll Robertson pupil. Romberg was 
positive. Spinal fluid and blood Wassermann plus. 

Sodium iodide, neosalvarsan and theobismol were 
given routinely without any, or with very slight, 
improvement. 

December, 1928, patient was inoculated with ma- 
laria and, following initial chill, one week later had 
severe chills and fever 105 every day for 15 consecu- 
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tive days. Quinine treatment promptly stopped the 
chills and fever. 


Present date: Patient urinates normally, feels no 
discomfort; romberg negative and pupils react nor- 
mally; spinal fuild has not been done; blood Was- 
sermann negative. 


Case 2. Mr. F., age 38. Family history not ob- 
tained. Past history negative. 


Present Illness: Always well and healthy until six 
months ago, when he began having decided delusions 
and ideas of grandeur and wealth. Had several con- 
vulsions, became violent and had to be restrained. 


Has developed tingling and numbness of extremi- 
ties and varying pains, severe headache. Romberg 
plus. Argyll Robertson pupil present. Spinal fluid 
and blood Wassermann plus. 


Under confinement and treatment, he improved 
to a great extent and in December, 1928, was at lib- 
erty. Was inoculated with malaria and, after five 
days, began to have chills and fever daily for first 
few days, then every other day, then about every 
fourth day, the severity of chills and fever gradual- 
ly lessening. After the sixteenth chill, quinine 
promptly stopped his chills and fever. 

An acute exacerbation of his condition followed, 
necessitating confinement. A marked improvement 
in his condition followed. His blood Wassermann is 
negative. Spinal fluid has not been done. 


Case 3. Mrs. S., age 60. Family and past history 
not obtained. 


Present Illness: For past two years, gradually 
has grown weaker and has been in bed for several 
years, legs paralyzed. Complains of tingling of 
scalp, burning of nose; is afraid of voices, thoughts, 
etc. Has delusions. Appetite poor. Deep reflexes 
absent. Argyll Robertson pupil present. Wrties and 
talks at random. 

In December patient was inoculated with malaria 
and was allowed to have 15 consecutive chills with 
accompanying high temperature. Quinine promptly 
relieved the malaria. 

Present date: Patient much improved, stronger, 
able to go to bath room, appetite very good. 

Spinal fluid and Wassermann not done. 

SUMMARY 

Early diagnosis. 

No case of syphilis, from chancre to pare- 
sis, should be given up until all means of 
treatment are exhausted. The standard for 
cure of syphilis of the central nervous sys- 
tem consists of constantly negative spinal 
fluid as well as negative blood Wassermann, 
without any increase of symptoms for a 
period of at least two years following the last 
treatment. 


Malaria seemingly may be a valuable weap- 
on against syphilis of the central nervous 
system and, as there is so little contraindi- 
cation to its use, it should be given a very 
thorough trial. 
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CASE REPORTS 


ORVILLE HARRY BROWN, M. D., Ph. D. 
Phoenix, Arizona 


Prostatic Adenocarcinoma; Treated; Bone 
Metastases; Spontaneous Fractures: Au- 
topsy. 


This was a man sixty-two years old, who gave a 
history of having a tumor of the prostrate diag- 
nosed by at least two physicians as cancer; others 
did not believe that it was cancer. He was given 
x-ray treatments to the prostate, and, as far as 
prostatic symptoms were concerned, he was im- 
proved; but there was a gradual decline in his 
health; myelomatous tumors were discovered and he 
died about three years after the first sign of ill- 
ness. The autopsy revealed general adeno-car- 
cinoma. 


I was called to see him because of pains in and 
about the chest. When he was quiet, and breathing 
shallow, pain was not intense. Deep breathing pro- 
duced severe pain which was difficult for him to 
localize except to say that it was in the chest. There 
was slight persistent cough but no expectoration. 
Pains in the chest became severe and he was re- 
moved from his apartment to the hospital for more 
thorough study, better care and to give the wife a 
rest from the care of him. 

The first x-ray picture disclosed that the third 
and fourth ribs on the left side were fractured. 
These were spontaneous fractures as he had had no 
force on the chest that would fracture a normal 
bone. The x-ray reports, by Dr. H. L. Goss, also 
said that the fifth and sixth ribs on the left side 
may have been resected, or absorbed as a result of 
bone disease or fracture, The ribs generally showed 
thinning. 

The man was first seen by a physician for what 
the patient thought was hemorrhoids. He had 
electric cautery treatments for three weeks with 
relief. Six months after thmt he went to Mayos. 
A letter from Dr. Arch H. Logan of Mayo Clinic 
says: “We examined him in June of 1926, At this 
time he had a hard, nodular prostate, with three 
ounces of residual urine. On the edge of the rectal 
valve, to the right and posterior, was a nodule about 
three-fourths inch in diameter, which was freely 
movable. He complained of pain in the back over 
the left sacroiliac joint and over the coccyx. We 
made x-rays of his chest, right shoulder and hum- 
erous, and were unable to detect any changes in the 
bones. The x-ray of the kidney, ureter and blad- 
der areas were negative but he had a hypertrophic 
arthritis of the lumbar spine and a thickening over 
the sacro-iliac joints which we interpreted as being 
of an arthritic character. He had lost thirty pounds 
in weight in the previous six months, probably due 
to his having his teeth extracted. We felt that the 
condition was a carcinoma of the prostrate.” 

In January, 1927, the patient consulted Dr. L. 
F. Lubeley of Denver, who wrote as follows: “He 
came to me January 12, 1927, complaining of pain 
in the rectal region with frequent urination; a 
rectal examination revealed a prostrate somewhat 
enlarged, mostly to the right side, irregular in out- 
line with several hard nodules. A previous diagnosis 
of inoperable cancer of the prostrate was made at 
the Mayo Clinic and from the physical findings I can- 
curred in the diagnosis but did not feel justified in 
removing a section for microscpic examination. The 
case was referred to Drs. Crosby and Childs for 
intensive x-ray therapy, On April 2, 1927, the pa- 
tient begain complaining of pain in the region of 
the eighth dorsal vertebra which did not yield 
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to treatment and was considered as possibly a me- 
tastatic osteoplastic carcinoma.” 


The past history of the patient revealed that he 
was a cattle man; he had been active on a large cat- 
tle ranch—in the saddle a great deal of the time for 
many years. There was no history of cardiac or 
respiratory trouble. 

He had a fall from a horse about 15 years ago, 
and suffered a fracture of the left collar bone. He 
said it was in the area of this old fracture that 
he first had pain which was the beginning of the 
present painful condition of. his chest. His appe- 
tite has been poor for the last year; during this 
time he has lost 55 pounds in weight, Bowels have 
been extremely constipated necessitating daily 
enema. Ears are good; eyesight good; uses glasses 
when reading. Has no headaches; has had no at- 
tacks of loss of memory; no dizziness and no uncom- 
sciousness. His teeth were removed two or threc 
years ago, in the hope of finding the cause of the 
trouble. He had had a foul mouth. He had had 
pain on urinating at times with no distrubance to 
the flow. There was no history of blood or pus 
in the urine. He had typhoid fever when about 
twenty years of age. He is married; wife is liv- 
ing and well; he has two children living and well; 
one died in infancy. Father died of dropsy and his 
mother of an unknown cause. He had five brothcrs 
and one sister; all are living and well. There is 
no history of cancer, diabetes, insanity, or tuber- 
culosis in the family. 

Examination reveals the following: Man five feet 
six inches tall. Weight is estimated at 125 pounds. 
He is anemic in appearance. He lies in bed on his 
back with his feet wiggling slightly from side to side 
with his body held rigid. Any movement of the 
torso, he says, causes pain in the chest and back. 
His head is negative, hearing is good. Eyes are 
negative; pupils react to light and accomodation. 
They are round and equal; there is no nyatagmus. 
The conjunctivae are pale in color and are yellow- 
ish. His nasal septum is deviated slightly to the 
right in the lower part but he has good breathing 
space on both sides, The throat is negative. The 
neck is negative. The chest is slightly barrel shap- 
ed and moderately emphysemic. The lungs show no 
marked pathology, Both apices and hyla show slight 
increase in bronchial breathing. Both lower lobes 
have slight dullness—more marked on the left than 
on the right. There are areas of certain ribs which 
seem definitely tender. The heart is dilated four 
and one-half inches to the left of midline and the 
apex beat is in the sixth interspace. Blood pressure 
is 115/75. There is no widening of the arch of the 
aorta. There is no pulsation in the suprasternal 
notch, The radial arteries are sclerosed, like pipe 
stems, and nodular calcifications are felt all along 
their courses. The two radial pulses are equal. The 
abdomen is moderately full; the bladder is slightly 
distended. The liver is normal size; the spleen is 
not enlarged. There is slight tenderness and muscle 
spasticity over the gall bladder area. Ther was an 
irregular mass in the left lower quadrant of the 
abdomen which was at first believed to be an ex- 
tension of a malignant growth. The mass was re- 
moved however by repeated enemas, There is slight 
edema of the ankles and tibia. The reflexes through- 
out are normal; the prostrate is perhaps double 
normal size. It is broad and smooth and not extreme- 
ly hard; and it is not extremely tender. 

A second x-ray film was taken, as there had been 
new areas of pains in the ribs, Dr. H. L. Goss re- 
ported the following: “There is a spontaneous 
fracture of the left fourth, fifth, sixth, seventh 
and ninth ribs posteriorly; the remaining ribs show 
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areas of absorption, The left clavicle reveals lack 
of calcium of the transverse processes of the sev- 
enth cervical and first dorsal vertebrae and the 
left scapula. The descending aorta is prominent; the 
left base shows an area of increased density with- 
out a fluid level. There is no evidence of involve- 
ment of the flat bones nor the skull. The pelvic bones 
have a moderate degree of absorption of calcareous 
material as also do the lower lumbar vetrtebrae and 
the upper third of each femur.” 


The Wassermann reactions were negative; the 
urine was negative except for occasional pus cells 
and an occasional red blood cell on several examina- 
tions. The hemoglobin varied from 55 to 65 per 
cent; the leukocytes numbered 6500; 76 per cent 
polynuclear; 22 per cent lymphocytes; and two per 
cent basophiles. The erythrocytes number  2,780,- 
000, The patient’s temperature was usually about 
99 each day—occasionally reaching 100. He voided 
urine five to seven times a day, in fair quantities. 
Bowels were moved with reasonable regularity— 
usually with enemas. 


The patient returned to Colorado early in the 
summer. He continued to have extreme pain and 
stiffness about most of his body and had to be lift- 
ed to get him onto his feet. For a time after leav- 
ing here he was still able to walk with the aid of 
his cane. Finally he got so he did not feel like 
walking. He wished, however, to be helped into his 
chair so he could sit on the porch; the exertion to 
get out seemed to be too much for him. The job of 
changing him from his bed to his chair or back was 
a difficult one as any movement produced such ex- 
treme pain. 


He was cared for by Dr. L. A. Conway of Colo- 
rado Springs during the latter months of life. 
Dr. Conway reported to me that none of the flat 
bones nor the skull showed evidence of metastases. 
He was not confined constantly to his bed until the 
last two to three weeks of life. In the latter sev- 
eral weeks he had occasional severe coughing spells 
with little or no mucus to be raised. The widow re- 
ported that a lump formed some few weeks before 
his death on the outer point of his right shoulder 
biade but that this later disappeared. He died Sep- 
tember 28, 1928. 


The autopsy was done by Dr. T. R. Knowles of 
Colorado Springs, who reported as follows: “Ema- 
ciated man five feet, six inches long; weight about 
115 pounds. Age 60 to 65. Skin: Yellow; no scars. 
Head: Bald with a fringe of dark brown hair. 
Back: Marked kyphosis of all thoracic vertebrae. 
Neck: Thyroid not nodular. 


Chest: Emphysematous and emaciated. Lungs: 
Right; pleural space occupied by clear fluid; one 
quart. No adhesions in pleurae. Lung tissue ap- 
parently normal. Left pleural space occupied by 
clear fluid; one quart; slight adhesions at apex. 
Small fibrous nodules throughout entire base of 
lung. Inner side of chest wall shows numerous 
masses varying in size from a pea to a small hen’s 
egg—some involving ribs; one is present on under 
surface of sternum. The mediastinum is widened 
and is filled with enlarged glands varying in size 
from hazel nuts to iarge eggs. 

Heart: Small; usual position; no effusion. Mi- 
tral valve shows evidence of old endocarditis. 

Spine: Involvement of bodies of several verte- 
brae by hard nodules size of walnuts. 

Abdomen: Liver not enlarged. Normal in ap- 
pearance and on cut surface. No nodules. Spleen 
slightly enlarged. Surface and cut surface show 
no abnormalities. Kidneys normal. 
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Gastro-intustinal tract markedly distended. No 
ulcerations. Mesentery has enlarged nodes. Along 
vertebral column are several Jymph nodes—size 
of lima beans. 

Bladder: Small, not nodular. On opening there is 
found small, flattened, cauliflower growth around 
internal urethral orifice. Prostate not large. No- 
dule, size of hazel nut in right lobe. Genito-urinary 
tract otherwise negative. 

Macroscopic diagnosis: Carcinoma originating in 
the prostate; controlled there and in surrounding 
glands but invaded mediastinal glands, ribs, verte- 
bral column and left lung. Microscopic diagnosis: 
Adenocarcinoma. 


Summary: A man 62 years of age has a cancer 
of the prostate. It was recognized and treated. 
Metastases occurred involving many of the bones of 
the body. The ribs especially were affected. The 
x-ray picture showed marked decalcification sug- 
gestive of myeloma. There were numerous spon- 
taneous fractures of the ribs. Death came two and 
one-half years after recognition of the disease. 

The interesting features are the :ffect of the x- 
ray treatment upon the prostate and the early met- 
astases producing numerous spontaneous fractures. 

I delight in extending thanks to Drs. L. F. Lube- 
ley of Denver, Arch H. Logan of Rochester, L. A. 
Conway, and T. R. Knowles, of Colorado Springs, 
and H. D. Goss of Phoenix for cooperation in 
gathering data upon this interesting case. 





Bowel Obstruction in Aged Woman Second- 
ary to Drained Appendiceal Abscess; 
Chronic Abscess; Adhesions; Can- 
cer Suspected; Autopsy. 

This was a woman 75 years of age; she had al- 
ways been thin and spare but active and reason- 
ably well up to March of 1928. At this time she 
had an appendiceal abscess which was opened and 
drained; recovery from this was prompt; she was 
out of the hospital in about two weeks. After this 
she led a normal life until in September of 1928, 
when she came from California to Phoenix to visit 

a son. 

On the train she developed bowel trouble char- 
acterized by emesis of a foul smelling, greyish 
yellow material, cramps in the abdomen, difficulty 
in getting bowels to move and subsequent diarrhea. 
So far as she knew she had had no previous attack 
which was in any way similar to the one which oc- 
curred on the train. 

She admitted that she was always concerned 
about the bowel evacuations and gave them a great 
deal of attention. It had become almost an obses- 
sion with her that she might develop bowel obstruc- 
tion. 

I saw her first perhaps three weeks after she ar- 
rived in Phoenix. She was complaining at that time, 
more than anything else, of a too free movement of 
the bowels. Nausea also existed. On account of her 
sluggish mental attitude I did not get a clear un- 
derstanding of her attacks. I gave her a mixture of 
milk of bismuth and milk of magnesia; it had the de- 
sired effect upon h.r nausea but it had too much 
upon her diarrhea; she developed obstipation. It 
seemed that the bowels would not open again. We 
succeeded after a few days in getting evacuations, 
diarrheal in type—not, however, until she had be- 
gun again to have foul smelling greyish yellow eme- 
sis. This was not yet recognized as being definite- 
ly fecal in character as there was no nurse on the 
case and the material was not saved for my inspec- 
tion, 

Along about this time or shortly afterwards a 
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nurse was placed in charge of the patient and the 
fecal character of the vomitus was recognized; di- 
gested blood was found to be always present in the 
vomitus. Black tar-like stools were then observed 
and we learned that these had existed for a num- 
ber of weeks. Within the next three or four weeks 
she had recurring attacks of obstipation accom- 
panied with fecal emesis and alternating with diar- 
rhea. Enemas of epsom salts and glycerin seemed 
to be most effective in obtaining fecal evacuation. 
Blood was consistently present in the vomitus and 
in the stools. 

On account of the feeble condition of the woman, 
even at the time I first saw her, her emaciation, 
anemia, cachexia and extreme age and on advice of 
consultant it was deemed inadvisable to attempt an 
operation. 

General examination showed a thin, spare woman 
looking her age—about 75 years. Skin was harsh 
and dry and had marked yellow color, almost cache- 
tic in appearance. Scalp and ears were negative. 
Eyes showed right pupil slightly larger than the 
left. They reacted to light; arcus senilis was pres- 
ent. Nose was negative. No teeth; wears plates. 
Tonsils not examined. Neck negative. No evidence 
of palpable lymph nodes nor enlargement of thyroid 
gland. Chest was negative to such examination as 
could be given it. Heart was normal in size; no 
murmurs and no thrills. The abdomen showed op- 
erative scar in lower right quadrant about four 
inches long. Lower end of this puckered, showing 
probably where drainage tube rested; about the scar 
there was a hard, slightly nodular growth; it seem- 
ed much more indurated than are ordinary opera- 
tive scars. The abdomen was distended. The ab- 
dominal wall was thin and peristaltic waves were 
seen in left upper two-thirds of abdomen except 
when she complained of cramping pains. Nothing 
definite could be made out on palpation or percus- 
sion, except that there was increased tumefaction 
of the right lower quadrant. Legs were thin but 
normal. Reflexes were normal. Pelvic and rectal 
examination showed no obstruction and no pelvic 
masses. 

The hospital record contains the following para- 
graph: 

“Dr. T. E. McCall saw the patient in consulta- 
tion and we debated the possibility of operation 
and he agreed with the probable diagnosis of in- 
operable malignancy. Were the conditions caused 
by simple adhesions, an operation might relieve; 
if adhesions are extensive she would not stand the 
operation; it is thought advisable not to operate.” 

The findings of the fluoroscopic examination 
made by Dr. W. W. Watkins were as follows: “Ex- 
amination of this patient’s stomach showed mark- 
ed hypermotility with rapid emptying of the stom- 
ach. We are not able to find evidence of carcinoma 
or of other new growth in the stomach. The meal 
was distributed through the small bowel at six 
hours and remained in the small bowel, being still 
present there at twenty-four hours. There is evi- 
dently obstruction at the valve. Just what the na- 
ture of this obstruction is we were unable to as- 
certain from this examination.” 

The blood examination was 6200 leukocytes—70 
per cent polynuclears and 30 per cent lymphocytes. 

The autopsy was done by Dr. H. P. Mills. The 
findings were as follows: “White female about five 
feet long. Gray hair. Markedly emaciated; appar- 
ent age over 70. 

The skin was incised in the midline from sternum 
to pubes. Very small amount of subcutaneous adi- 
pose tissue—highly colored. 
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The left lung is free of adhesions and of gross 
lesions. It has slight hypostatic congestion. There 
is slight .mphysema. The pneumoconiosis is moder- 
ate. Right lung is about same as the left except 
there is more hypostastis and congestion. 


Heart is exposed; pericardium and fluid are nor- 
mal. Heart about normal in size. Pulmonie, tri- 
cuspid and mitral valves are normal. Left ventricle 
is slightly hypertrophic, with slight vegetations; 
there are soft vegetations on the aortic leaflets. 
There is moderate atheroma of the aorta. 


Liver is not enlarged. Gallbladder is large—at 
least three times normal size. Wall of gallbladder 
is thin. Duct is patulous. No calculi. Liver is mot- 
tled and granular in appearance showing moderate 
atrophy. 

Stomach shows no gross lesions; but there are 
many small hemorrhagic areas in the mucosa. There 
are no ulcers. 

Loops of bowels leading to right lower quadrant 
are dilated and those leading away are small. In 
right lower fossa is a dense mass of adhesions with 
loop of ileum bound up in it. Loops are sharply 
kinked and bound firmly together and to the head 
of the cecum. There is a large area of necrosis of 
the ileum adhering to the ovary and tube with ab- 
scess formation walled in. On breaking the adhesions 
the small bowel is torn through; ulceration extends 
through cecum and terminal ileum. Adhesions are 
so extensive and firm that operation would certain- 
ly have been nearly impossible and likely to have 
resulted fatally. (The last sentence was in an- 
swer to a question by me relative to what an op- 
cration might have accomplished.) 


The spleen is normal in appearance and size. 
Left kidney is slightly larger than normal with 
moderate hydronephrosis. Capsule strips readily; no 


gross pathology. Right kidney is slightly smaller 
than left. Multiple small retention cysts are present. 


Pathologic anatomy: Dense adhesions about ce- 
cum; perforation of terminal ileum; abscess of right 
tube and ovary; dilated diseased gall bladder; cap- 
illary hemorrhages of stomach mucosa; obstruction 
of bowels. 


Conclusions: This was a problem case of unusual 
interest especially from the diagnostic and treat- 
ment standpoints. Her appearance was certainly in- 
dicative of cancer. 

The coffee-ground vomitus and the black tarry 
stools came from upper alimentary tract hemor- 
rhage and were certainly suggestive of malignancy. 


The history of the appendix abscess and drainage 
together with the appearance of the scar and the 
condition existing in the right lower quadrant was 
suggestive of extensive adhesions. The masses 
about the scar and in the abdomen did not have the 
“feel” of cancer. The existence of an abscess in this 
location was not given consideration. 

The condition of the blood did not support the the- 
ory of cancer. 

The correct diagnosis would probably not have 
lengthened the life of the patient. 

The diagnoses of stomach hemorrhages and of 
bowel obstruction were correct. 

It is probable that she had symptoms which, if 
she had been seen just a few weeks or months after 
the operation, would have indicated an operation 
which at that time might have saved her life. 

The diagnosis of inoperable cancer, although in 
error, was probably justifiable. 
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THE NEW MEXICO MEDICAL SOCIETY 


Forty-Seventh Annual Meeting, at Taos, 
New Mexico, June 12-14, 1929. 
June 12, 1929 

The New Mexico Medical Society held its forty- 
seventh annual session at Taos, N. M., the meeting 
being formally called to order at 8:30 a. m., Wednes- 
day, June 12, 1929, when the members of the Council 
met in the spacious lobby of the Don Fernando Ho- 
tel. 

There were present: Ex-officio members: Dr. T. 
P. Martin, (president), Taos; Dr. L. B. Cohenour, 
Secretary-Treasurer), Albuquerque; Dr. E. H. Crail 
(president-elect), Las Vagas; and the following 
members: Dr. Dwight Allison, Las Cruces, repre- 
senting Dona Ana County; and Dr. J. A. Reidy, Al- 
buquerque, representing Bernalillo County. 


Dr. L. B. Cohenour, secretary-treasurer, present- 
ed and read his financial report, as follows: 

Gentlemen: I hereby submit a report of the finan- 
cial affairs of the New Mexico Medical Society for 
the term ending this date: 


Receipts: 
Balance on hand May 10, 1928 
Delinquent dues collected and dues for new 
members, 1928 
Annual dues collected for 1929, from 212 
members 
Checks on hand (A. M. Smith, $5 


$1,282.73 


Total cash received to June 12, 1929 
Disbursements: 
Reporter for 1928 meeting (balance one- 

half fee) ; 75.00 
Secretary’s salary 1928 300.00 
Telegrams 2.76 
Southwestern Medicine, for 228 members.... 456.00 
Strong’s Book Store (book and glue) 3.30 
Treasurer’s bond (1928-1929) 5.00 
Lewis Printing Co. (500 2c stamped en- 

velopes) 13.50 
Reporter for 1929 meeting (advance one- 

half fee) 100.00 
Checks returned (insufficient funds) 5.00 


Total disbursements.......................... 960.56 
Balance on hand this date $1,532..17 
Outstanding Indebtedness: 
Repair typewriter 
Southwestern Medicine (dues for 216 mem- 
bers) 
Secretary’s salary for 1928-1929 
Reporter for 1929 meeting (Balance one- 
half fee) 
Medical Directory for 1929 _....... 
Treasurer’s bond for 1929-1930 
Programs 


Approximate total 
Expected balance after all bills are paid 
Respectfully submitted, 
(Signed) L. B. COHENOUR, 
Secretary. 


Dr. Dwight Allison (Las Cruces) made motion 
that the financial report be accepted and approved 
as read. Motion seconded by Dr. J. A. Reidy (AlI- 
buquerque) and carried. 

The Secretary presented one application for mem- 
bership in the Society—that of Dr. R. H. Pousma, 
Rehoboth, N. M. 

On motion by Dr. Dwight Allison (Las Cruces), 
seconded by Dr. F. H. Crail (Las Vegas) and car- 
ried, action was deferred until the next meeting of 
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the Council in order that the application might be 
considered and reasons ascertained, if any, why the 
applicant was not a member of a component Coun- 
ty Society. 

Dr. Martin reported that he had two names to 
submit for membership and secured proper blanks 
upon which to make application. 

Dr. J. A. Reidy (Albuquerque) made motion that 
such actual expenses as were incurred by Dr. Mar- 
tin in connection with this annual meeting, such as 
salary of registration clerk, printing programs, ex- 
penses of meeting-place, and hiring of orchestra for 
dinner dance, be paid out of the general fund of the 
Society. Motion seconded by Dr. Dwight Allison 
(Las Cruces) and carried. 

No further business coming before the meeting, 
adjournment followed at 9 a. m. 


House of Delegates 


Immediately after adjournment of the Council, a 
meeting of the House of Delegates was called to 
order, the following counties being represented: 

Bernalillo County—Drs. L. B. Cohenour and J. A. 
Reidy, Albuquerque. 

Chaves County—Dr. R. L. Bradley (Roswell). 

Dona Ana County—Dr. Dwight Allison (Las Cru- 
ces). 

Eddy County—Dr. M. B. Culpepper (Carlsbad). 

San Miguel County—Dr. F. H. Crail (Las Vegas) 

Report of the Secertary-Treasurer, Dr. L. B. 
Cohenour (Albuquerque), was presented and read, 
as follows: 

Gentlemen: I hereby romder a report of the af- 
fairs of the office of Secretary-Treasurer for the 
term ending with this session: 

At the last meeting held in Albuquerque, May 10, 
1928, there were several members suspended for 
non-payment of dues and immediately following 
this seventeen were reinstated. 

Members in the Society at this time are as fol- 
lows: 

1929 1928 
Bernalillo County oe 50 th 39 
Chaves County ............ : ee ere 18 
Colfax County 16 
Curry County ‘ 9 
Dona Ana County . 13 
Eddy County 11 
Grant County ...... eh scibanati i dachslss cent einiitoeus oes y 12 
San Miguel County ) 8 
Luna County 5 
McKinley County 11 
Union County 11 
Santa Fe County ............. vehdnahcete 20 
Members at Large piscine inebade 39 14 
Total in good standing on this date........ 216 

One application for membership was received to 
be presented at this meeting. This shows a total of 
229 members up to January Ist, 1929. Since then 
several members have left the State and a good 
many are delinquent. 

No deaths of members of this Society were re- 
ported to the Secretary and none noted in the Jour- 
nal of the A. M. A. 

Respectfully submitted, 
L. B. COHENOUR. 

The report was accepted and approved. 

The minutes of the Council meeting held on June 
12, 1929, were read and approved. 

No further business being brought up, motion to 
adjourn was entertained at 9:15 a.m. 

General Assembly 


The meeting of the General Assembly was opened 
by the president of the Society, Dr. T. P. Martin 
(Taos) at 9:30 a. m., when he announced an address 
of welcome by the Rev. Milton Spotto. 
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Rev. Milton Spotto, Taos, after presentation by 
Dr. Martin spoke, in part, as follows: “I feel hon- 
ored to have this opportunity of saying just a few 
words of welcome to our city. Besides being the 
pastor of the Community Church here, the only 
Protestant Church in Northern New Mexico, I have 
been asked also to represent the Lions’ Club, the 
only commercial organization we have, of which I 
am a member. Also, as the Acting Mayor of the 
Town of Taos, and as one of the members of the 
Board of County Commissioners, I want to bid a 
hearty welcome to you all and I trust your sojourn 
here will be pleasant and profitable. 

“For a good many years scientists and archeolo- 
gists have been endeavoring to determine the mean- 
ing of the word Taos. In a recent article in one of 
the magazines, a member of the Smithsonian Insti- 
tute said that he had found the derivation of the 
word Taos—that it was Indian; but, up until the 
present time, nobody has been able to say exactly 
what the word Taos means. Now I have arrived at 
a definition of the word Taos. I think this is the 
only definition that has ever been given, and this is 
the first time it has ever been given, and this defi- 
nition is absolutely right and correct: the word Taos 
means, if you take the letters thus: 

“T—temporary 

A—abode 

O—of 

S—sinners and saints. 

“In other words, Taos is the temporary abode of 
sinners and saints. We have many sinners and not 
so many saints, but we welcome you to the hospi- 
tality of Taos and trust that your sojourn here will 
be profitable and that you will be able to carry away 
some of the atmosphere we have here and appreci- 
ate so much that it is known the world over. 

“In starting off the convention this morning, I 
want to give you a brief history of Taos, so that 
you may know something about the settlement of 
this interesting place where you are holding your 
meeting. The first settlement in the Valley of Taos 
dates back to 1598. At that time, a few white men 
came into this valley, which was then settled by the 
Spanish people, and, of course, largely by the In- 
dians, who hold a dominant place at the present 
time in our life here. So you can see that we have 
more than three hundred years of civilization back 
of us at the present time. You may ask, why is it 
that Taos has not grown more rapidly than she has, 
and we can answer that in a few words by saying 
that our isolation from the haunts of civilization 
has somewhat impeded the progress and develop- 
ment of our town, but we are glad to say that it 
is going forward; it has worldwide reputation be- 
cause of the many wonderful artists we have here. 
We think we have the choice of the artists in the 
whole world and while you are here you will see 
paintings that have been exhibited all around the 
world. The paintings of our Taos artists grace the 
homes of many of the wealthy people of this coun- 
try. 

“In 1680, there was a Pueblo revolution and all 
the Spanish settlers except two were slain at that 
time. After the reconquest of the country, the Span- 
iards again settled in this wonderful valley. It was 
in 1703 that the first Mission was established and, 
sometime during the convention undoubtedly, you 
will have the opportunity of seeing that wonderful 
eld historic church, In 1760, the Comanche Indian 
tribes invaded the valley, sacked the place, killed a 
large number of people and carried away many cap- 
tives. In the next year, 1761, the Comanche In- 
dians again attacked, but this time were beaten off. 
In 1796, there were but sixty-three families in the 
entire valley of Taos, but, after the Mexican inde- 
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pendence, Taos grew in importance and prestige and 
the first survey of a road from the Missouri River 
to the west ended here at Taos, which became known 
as the end of the Santa Fe Trail. 

“We have had many noted men here, among them 
the famous Kit Carson. Doubtless many of you, 
while you are here, will visit his old home and grave 
and the house where Governor Bent was massacred. 

“There is no higher profession anywhere than 
that of the medical profession, none that represents 
so much benefit to the community, and I take off 
my hat to those men who are in that highest of 
professions, the medical profession, and who are de- 
voted to their calling. You have given years, and 
will give years, of service and sympathy and love 
to those to whom you administer. We are proud to 
have had the president of this New Mexico Medical 
Society, in the person of Dr. Martin, among us. He 
has given us years and years of service and is be- 
loved throughout this entire valley, as, indeed, 
throughout the entire state. No man has worked so 
faithfully and untiringly for this community as he, 
going at all hours of the night, over trails not any 
too good, to aid those who were in need. I do not 
like the word ‘Doc,’ which many of the people around 
here affectionately and lovignly apply to the presi- 
dent of your Socitey, but prefer the longer word, 
physician. 

“The medical man today is a friend of humanity, 
and I, too, as a friend of humanity, say again to 
you, welcome to our city; may you have a wonder 
ful time and enjoy yourselves to the utmost. It is 
quite pleasant here in Taos all the year round. We 
want to make your stay here pleasant, profitable 
and happy. We have a wonderful country, with 
wonderful mountains and wonderful trout streams. 
In thirty minutes you can be out to any of the 
streams and come back with a nice string of moun- 
tain trout. And so, gentlemen, we hope you will en- 
joy yourselves and will come back sometime again, 
and make a longer stay here among us.” 

Dr. Dwight Allison (Las Cruces), representing the 
Society, said in response: “We appreciate the warm 
welcome and tributes of the good Brother Spotto. 
I have known this country quite well for many years 
and can testify that no one man could, in a few 
minutes time, tell you the story of the many inter- 
esting places here, or describe the wonderfully 
scenic points. No matter how many times one goes 
up and down tke mountains and around the valley, 
he always finds something new. I think I am cor- 
rect in stating, in addition to the facts mentioned 
by Dr. Spotto, that the first newspaper west of the 
Mississippi was printed in Taos. 

“T think we should all thank Dr. Martin from the 
bottoms of our hearts for this opportunity to visit 
this wonderful country, in whose development he has 
been such a prime mover and played such a promi- 
nent part, and, as for me, my only regret is that I 
cannot spend at least a week here. So, on behalf 
of the Society, Dr. Martin, I want to thank you 
for your part in bringing us here and for the en- 
tertainment afforded us, and to thank Dr. Spotto 
for his generous welcome.” 

Dr. T. P. Martin (Taos): “In this, my last, op- 
portunity of talking to you as president of this 
Society, I want to thank you al! for the hearty and 
splendid cooperation I have had during the past 
year from the medical fraternity of this State. 
Some of you may not know why we did not work 
on a medical arts bill before the legislature. Well! 
there was absolutely no hope of getting any legis- 
lation thruugh at the last session and we conclud- 
ed that, if we started anything, they might repeal 
what medical legislation we have now, so we intro- 
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duced none at this time. However, we have a very 
active committee, men who have given their time 
and money to try and get over a medical arts bill, 
such as is recommended by the American Medical 
Association, and, if this comes up during the next 
session of the Legislature in a proper way, I think 
we shall be able to put it over; but there will be no 
use in making the effort unless there is some 
change in the political situation. 

“T wish to thank the members of the various 
committees who have worked hard and hand in 
hand with me during the past year, and I want to 
say that Dr. Cohenour, our secretary, has been of 
most valuable assistance—indeed, he has taken al- 
most all the burden of work on his shoulders and 
relieved me of a great deal of it. 

“T now have the pleasure of introducing to you 
our President-Elect, Dr. F. H. Crail of Las Vegas, 
N. M.” (Presents historical gavel originally made 
for the Society and pres nted to it by Dr. Beeson 
of Roswell.) 

Dr. F. H. Crail (Las Vegas): “Members of the 
New Mexico Medical Society and Friends: I have 
chosen for the subject of my remarks this morn- 
ing, ‘Some Problems that Confront Practitioners 
in New Mexico.” (This paper published in full in 
this issue of the Journal.) 

Following the address of the president, the sci- 
entific session was opened by Dr. William P. Mc- 
Crossin, Jr., Colorado Springs, Colo., whose paper 
was on “Endocervicitis.” Dr. McCrossin prefaced 
his remarks by expressing deep gratitude and ap- 
preciation to New Mexico and the Southwest for 
three reasons: “First, because the Southwestern 
country has been very good to me. I came out 
here a total wreck, on a stretcher, and your coun- 
try has put me back on my feet. Second: I am 
grateful tc you for permitting me to come before 
you and speak on a topic which I think is one of 
the most vitally interesting subjects in the prac- 
tice of medicine, and one of the most neglected. 
The third reason is that, after hearing your presi- 
dent’s, Dr. Crail’s speech, I am very grateful to 
him for the point he has brought out. He has rais- 
ed the question, what are you going to do with a 
patient who comes to you with a specific disease, 
such as endocervicitis? What are you going to do 
with that case without referring it to a specialist 
somewhere? This gives me an opportunity to 
bring out the very point I want to make, which is 
that I have a little apparatus for the reduction 
and cure of endocervicitis and I want to give you 
a practical demonstration of the use of this ap- 
paratus. I do not intend taking a long time on out- 
lining operative procedure—any one of which you 
can look up and probably already know—but it 
gives me a chance to demonstrate that, when a pa- 
tient comes to you complaining of endocervicitis, 
you can, right then and there, even if you have not 
the chance of procuring an electric current, treat 
that case as well as it could be done in New York 
or elsewhere.” 

Unfortunately, owing to a short which devel- 
oped in the apparatus, it was impossible for Dr. 
McCrossin to give the promised demonstration, 
and he summarized, as follows: 

1. Endocervicitis is an infective process of the 
cervix usually brouvht on by trauma or gonorrhea. 

2. The pathology must be known to obtain 4 
cure. 

3. It is one of the most potent causes of more 
serious pelvic infection and of malignancy. 

4. If untreated, it may be the cause of a focal 
infection. 
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5. It can be eured by the Sturndorf operation 
and by Hunner cauterization. 

The next speakir, Dr. William Senger, of the 
Minnequa Hospital, Pueblo, Colo., presented a pa- 
per on “The Neglected Perforated Appendix.” Dr. 
Senger cited mortality statistics showing the death 
rate from app ndicitis and typhlitis per 100,000 
estimated population in the various states, during 
the period 1920-1926, stating that the profession 
has awakened to the appalling yearly mortality of 
25,000 from acute appendicitis in the continental 
United States. The principal points stressed were: 


1. Educate physician and public never to give 
a cathartic in acute appendicitis. 

2. Dehydration and hypochloremia must _ be 
overcome before operation and treated, if neces- 
sary, after operation. 

3. Gentleness at time of operation is of extreme 
importance. 

4. In pus cases, drainage through a wide open 
wound gives best results. 

5. Use drainage material which will not cause 
pressure necrosis. 

6. General peritonitis is still an unsolved prob- 
lem. 

General discussion ensued, followed by adjourn- 
ment for luncheon. 

The afternoon session was called to order at 1:30 
p- m. and was opened by Dr. Leon Rosenwald, 
Kasas City, Mo., who spoke on the subject, “Chan- 
croids, their Specific Treatment.” 

Dr. Rosenwald stated that he has used a spe- 
cific treatment for chancroids for the past twenty- 
seven years, without a single failure and always 
with the most brilliant results. The formula was 
described as: 


Calomen, 1 oz. 

Zine Sulph., 2 oz. 

Fluid opium camphorated, 2 oz. 
Lime water, 8 oz. 

Detailed instructions were given as to mixing 
and application; the ointment which should be used 
in connection with the treatment is composed of: 

Zine oxide, 1 oz. 

Starch, 1 oz. 

Boric acid, 1 oz. 

Gum camphor, 1 oz. 

3% Carbolated vaseline, 12 oz. 

The Doctor added that he has used this mixture 
in impetigo contagiosa, barber’s itch and other de- 
stroying lesions, with happy results. 

Doctor William M. Spitzer, Denver, Colo., the 
next speaker, had as his subject, “The End Results 
of Prostatectomy.” This paper was extensively 
discussed by Dr. K. D. Lynch (El Paso). 

The concluding number on the program for the 
day was a paper by Dr. K. D. Lynch (El Paso) 
on “Congenital Polycystic Kidney.” Dr. Lynch 
brought out the facts that, while this condition may 
occur at any age, even in the fetus, its greatest 
incidence is, like cancer, from 40 to 50 years; 
that women are more frequently afflicted, the op- 
erative cases being over «ighty per cent females; 
that, while the disease is always bilateral, the left 
kidney is apparently the seat of the symptoms 
more frequently than the right and is operated 
upon more frequently; that it has a very marked 
hereditary tendency, so much so that, when diag- 
nosis is made in unmarried adults, they should be 
informed of the danger of transmitting the dis- 
ease if they marry and have children. Parents 
with this disease should be told that their children 
will probably develop it also, though proper medi- 
cal guidance may prevent serious complications 
and possibly retard the progress of the condition. 
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Most cases should be treated medically; manage- 
ment is such as is accorded chronic intestinal ne- 
phritis. Surgical treatment may be indicated for 
hemorrhage, infection or pain; it may be of con- 
servative type, as in treating by pelvic lavage, or 
the Rorsing operation of puncturing cysts; in a 
few special cases nephrectomy may be indicated. 

Dr. William M. Spitzer (Denver) led the gen- 
eral discussion which followed, after which ad- 
journment was announced until 9 a. m., June 13th. 


THURSDAY, JUNE 13, 1929 
Meeting of the Council. 

The meeting was called to order by the presi- 
dent, Dr. F. H. Crail (Las Vegas) at 8:30 a. m. 

There were present: Ex-officio members: Dr. F. 
H. Crail (president), Las Vegas; Dr. L. B. Cohe- 
nour (secretary-treasurer), Albuquerque; Dr. T. 
P. Martin (retiring president) Taos; and the fol- 
lowing members: Dr. Dwight Allison, Las Cruces; 
Dr. Robert Brown, Santa Fe; Dr. W. T. Joyner, 
Roswell; Dr. W. E. Kaser, Las Vegas; Dr. J. A. 
Reidy, Albuquerque; Dr. M. B. Culpepper, Carls- 
bad. 

Minutes of the previous meeting were read and 
approved. 

The report of the Legislative Committee, sub- 
mitted by Dr. S. C. Burton, Albuquerque, togeth- 
er with bill for $258.72, for expenses incurred and 
services, were brought up for discussion, the re- 
port reading as follows: 

“Chicago, June 8th, 1929. 
“Mr. President and Members of the New Mexcio 
Medical Society: 

“Your Committee, appointed by Dr. T. P. Mar- 
tin, desires to make a report on Senate Bill Num- 
ber 57, to erect a state laboratory for New Mex- 
ico. The preliminary work necessary to secure this 
important legislation was undertaken by the dis- 
tribution of six communications to the state offi- 
cers, senate, house of representatives, physicians, 
dentists, druggists and interested persons. Our ef- 
forts were defeated at the last legislature because 
of the financial conditions of the state, and the 
persistent opposition of Senator Floty Lee, who 
served as chairman of the finance committee of the 
State Legislature. While attending the called ses- 
sion of the State Legislature, I was assured by 
the floor leader and others that our bill for a 
health laboratory would b: passed at the next ses- 
sion of the Legislature, and that Senator Floyd 
Lee would not be chairman of the Senate finance 
committee at the next session. I am attaching to 
this report the expense account of the above cam- 
paign. 

(Signed) S. L. BURTON.” 
“Chicago, June 8th, 1929. 


REPORT OF FINANCE COMMITTEE FOR 
HEALTH LABORATORY FOR STATE OF 
NEW MEXICO. 

1929 

Feb. 9 To 1,500 letters by Southwest Print- 
ing Co., mailed to Legislature, offi- 
cers of State, physicians, dentists, 
druggists, politicians, lodges, and in- 
terested persons $15.50 
Albuquerque Business College, Mime- 
ographs and addressing 250 letters... 
Stamps, 250 
Mimeographing 
ing, Albuquerque 
300 

. 21 Cash paid out for 300 stamps 
3 Lois Linthicum—Mimeographing and 

cost of paper for same, 1400 copies 


3.10 
5.00 


of letters, address- 
Business College, 


3.50 
6.00 


11.80 
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Apr. 3 700 stamps, cash paid out.................... 14.00 
Jan. 2 Albuquerque Business College, Mime- 
ographing and addressing 400 letters 4.50 
Jan. 2 400 stamps 8.00 
Jan. 26 Harvey Bus, returned from Santa Fe 3.00 
Jan. 25 Railroad tickct to Santa Fe.................. 3.32 
Apr. Harvey Bus, Santa Fe and return...... 
Hotel DeVargis and meals .................- 
Time lost from profession and ser- 
vices 


6.00 
150.00 





$258.72 

Dr. T. P. Martin (Taos), former president, by 
whom the committee had been appointed, stated that 
no expenditures had been authorized by him, that 
members of the Legislature at Santa Fe had inform- 
ed him there was absolutely no hope of a measure 
going through at the session and that trying to 
force an appropriation for the Laboratory would 
hurt them on other things that they really needed; 
Dr. Luckett and others had also told him that more 
space had been given to the Laboratory and a much 
larger field, so that, in view of all this, he had told 
Dr. Burton to drop the matter. Dr. Martin further 
stated that many members of the Society had given 
much of their time and efforts in connection with 
securing legislation in the past, without charge for 
their services, citing particularly work done by Drs. 
Joyner. Gekler and Wylder. 

Dr. W. T. Joyner (Roswell) stated that Dr. Mar- 
tin had done a great deal of legislative work for the 
Society, entirely at his own expense, as also had 
other members, and that while he (Dr. Joyner) 
was a member of this committee, so far as he knew, 
neither he, nor any other member of the committee, 
had been consulted by Dr. Burton. 

Dr. M. B. Culpepper (Carlsbad), also a member 
of the committee, stated that he had no knowledge 
in the matter and had not been consulted in regard 
to any action. 

Dr. Dwight Allison (Las Cruces) made motion 
that the bills submitted by Dr. Burton be not al- 
lowed because they were not authorized by any com- 
petent authority because all communications 
were on a fraternal insurance company’s station- 
ery, signed by Dr. Burton as the Chief Examiner 
for that insurance company for the state, and be- 
cause ther! was nothing to show that the New 
Mexico Medical Society was behind the movement 
whatsoever. The motion was seonded by Dr. T. P. 
Martin (Taos) and carried. 

The application of Dr. R. H. Pousma, Rehoboth, 
for membership in the Society, which had been held 
up at a previous meeting for further investigation, 
was brought up, Dr. Dwight Allison (Las Cruces) 
reporting that it had been ascertained that Dr. Pous- 
ma is a duly accredited member of a component 
county society and therefore automatically becomes 
a member of the State Society. 

Dr. Allison, as Chairman of the Committee on 
Revision of By-Laws, appointed at the last annual 
meeting, reported that he had asked at the general 
meeting last year for suggestions as to desired or 
feasible changes, but none had been reported to the 
committee, so that the committee could not see the 
necessity for any change in the By-Laws and asked 
that the committee be discharged. 

Dr. W. T. Joyner (Roswell) stated that when the 
Committee was proposed, he had spoken against it, 
as the By-Laws had been completely gone over and 
revised in 1924, and he could not see the necessity 
for such action. 

It was deemed that this matter had best be 
brought up at the General Session. 

No further business coming before the meeting, 
adjournment followed at 9 a. m. 
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House of Delegates 

Immediately after the adjournment of the Council 
meeting, a meeting of the House of Delegates was 
called to order by the president, Dr. F. H. Crail, the 
following members b ‘ting present: Dr. F. H, Crail. 
president, Las Vegas; Dr. L. B. Cohenour, secre- 
tary-treasurer, Albuquerque; Dr. T. P. Martin, Taos; 
Dr. Dwight Allison, Las Cruces; Dr, J. A. Reidy, Al- 
buquerque; Dr. W. A. Kaser, Las Vegas; Dr. R. L. 
Bradley, Roswell; Dr. C. F. Beeson, Roswell; Dr. 
M. B. Culpepper, Carlsbad. 

Minutes of the previous meeting were read and 
approved. 

It was voted that the election of officers be de- 
ferred until a session to be called at 1 p. m. 

Adjournment until 1 p. m. followed. 

Scientific Session 

The scientific session was opened with the read- 
ing by Dr. W. F. Sistrunk. Mayo Clinic, Rochester, 
Minn., of his paper on “The Management of Pa- 
tients with Goiter.” Dr. Sistrunk reviewed the com- 
mon types of goiter seen clinically and discussed the 
treatment which seemed indicated, citing the three 
common clear-cut types, as colloid goiter, adenoma- 
tous goiter, and exophthalmic goiter, but adding 
that there are also combinations of these types. 
“Colloid goiter is a goiter of youth, unassociated 
with hyperthyroidism, and may be cured, usually, 
by medical management. Adenomatous goiter also 
usually begins in youth. In younger persons it is 
not found associated with hyperthyroidism. It vro- 
duces a nodular, irregularly shaped goiter and about 
six to ten per cent of the patients later develop a 
type of hyperthyroidism which differs from that 
seen in exophthalmic goiter. Adenomatous goiter 
does not respond to medical treatment and should 
not be looked on as a surgical condition. Exophthal- 
mic goiter may occur at any age, and is always as- 
sociated with hyperthyroidism. It responds best to 
treatment by operation and the earlier the opera- 
tion, the better the end result. Iodine used as a 
means of preparing patients with exophthalmic goi- 
ter for operation, diminishes the chance of serious 
postoperative hyperthyroidism and thus materially 
lowers the mortality from operation.” 

General discussion followed, after which Dr. W. 
Warner Watkins, Phoenix, Ariz., presented a paper 
on “Fungus Infection with Special Reference to the 
Lungs.” The paper set forth in a clear, comprehen- 
sive manner, the details and technic followed by Dr. 
Watkins and his associates in their laboratory work, 
stressing same as an aid to diagnosis. The Doctor 
had prepared an elaborate detailed chart, setting 
forth the classifications of various fungi, as ar- 
ranged by Dr. Castellani. The paper and chart 
evoked considerable interest and liberal discussion 
ensued. 

The last paper of the morning session was one 
presented by Dr. Carl Mulky, Albqurqua, on “Hodg- 
kin’s Disease with Case Report.” Dr. Mulky vividly 
described the case under his care, and when, in the 
discussion, the diagnosis was questioned, replied 
that several of the doctors in Albuquerque had 
gone so far as to back up similar opinions with 
bets of new hats, which they had lost, after lengthy 
but convincing investigation. His assertion that 
these cases respond immediately and beautifully 
to x-ray treatment, which is one of the methods 
of arriving at the diagnosis, was confirmed by Dr. 
W. Warner Watkins (Phoenix), who stated that, 
in his laboratory and x-ray experience, he had 
seen many cases, all of which responded beautiful 
ly at first to x-ray treatment, showing marked 
and wonderful improvement for a period of about 
two years, after which time the effect was gone. 
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Adjournment for luncheon followed the discus- 
sion of Dr. Mulky’s paper. 
House of Delegates 


At 1 p. m., the special meeting of the House of 
Delegates, for the purpose of election of officers, 
a to order by the president, Dr. F. H. 
Crail. 

Those present were: Dr. F. H. Crail, president, 
Las Vegas; Dr. B. Cohenour, Albuquerque, sec- 
retary-treasurer; Dr. Carl Mulky, Albuquerque; Dr. 
W. T. Joyner, Roswell; Dr. W. E. Kaser, Las Vegas; 
Dr. Dwight Allison, Las Cruces; . J. A. Reidy, 
Albuquerque; Dr. Robert O. Brown, Santa Fe; 

C. F. Beeson, Roswell; Dr B. Elliott, Raton; Dr. 
Atkins, McGaffey. 

The minutes of the previous meeting were read 
and approved. 

After nomination by motion, properly seconded 
and carried, the following officers were elected for 
the ensuing year: 

President-Elect—Dr. Robert O. Brown, Santa Fe. 

Vice-President—Dr. J. A. Reidy, Albuquerque 

Secr tary-Treasurer—Dr. L. B. Cohenour, Albu- 
quergue (re-elected). 

Members of Council for three years—Dr. C. B. 
Elliott, Raton; Dr. Harry Mera, Santa Fe. 

The selection of place of meeting for the forty- 
eighth annual session was next in order. 

Dr. C. B. Elliott, Raton, stated that the present 
mecting was the first to have been held in the 
northern part of the State and that the Colfax 
County Medical Society, which he represents, would 
like to have the meeting next year also held in the 
northern part of the State, at Raton, and therefore 
cordial invitation was extended that the next ses- 
ion be held at Raton. Raton was unanimously 
chosen as the m eting place of the session in 1930, 
with a request that the date of the meeting be set 
at not earlier than June Ist, so that warmer weath- 
er would be more apt to prevail than early in May, 
the usual time the annual m etings are held. 

Application for membership in the Society, of Dr. 
Elias T. }'ensley, Portales, was presented, ‘and rec- 
ommendation that it be approved was made by Drs. 
Joyner and Culpepper, both of whom spoke in favor 
of the applicant. Upon proper motion and second, 
Dr. Hensley was unanimously elected to member- 
ship. Members of the Council who were present at 

is meeting, also passed upon the application, ap- 


proving same. 

No further business coming before the meeting, 

adjournment followed at 1:30 p. m 

Scientific Session 
Dr. M. S. Gregory, Oklahoma City, Okla., the first 
speaker of the session, presented a paper on “The 
Treatment of the Neuroses,” in which he stressed 
the importance of thorough neurological examina- 
tion. Tracing the history of mental diseases back 
to about 850 B. C., the first type to be considered, 
he Doetcr said, is Behaviorism, the central idea be- 
ne that all human conduct and all behavior is a 
itiored reflex, the reflexes being practically un- 
while the second hypoth- 





thirty years is hypothesis of the “unconscious.” 
This carries with it the idea that we are controlled 
very largely by the thing which we call the uncon- 
scious mind; that the motivating influences of life 
are very largely unconscious to us. 

Dr. Carl A. Menninger, Topeka, Kansas, who was 
on the program for a paper at this session, stated 
that, inasmuch as Dr. Martin had particularly re- 

1ested early adjournment to permit the members 
to attend the Corn Dance, he preferred to be given 
Gregory’s paper in 


tht opportunity to discuss Dr. 
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preference to reading the one he himself had pre 
pared. He therefore opened the discussion, compli- 
menting Dr. Gregory on his very convincing pre- 
sentation of the theory of neurologists. Dr. Mennin- 
ger emphasized the impotrance of impressions of 
the unconscious mind and cited numerous illustra- 
tions, in his usual brilliant style, to support this 
point. 

The next paper on the program was by Dr. Cas- 
per F. Hegner, Denver, Colo., on “Transverse Supra- 
clavicular Incision for Phrenectomy, or Phrenic 
Nerve Avulsion.” The Doctor stressed the point that 
the addition of surgical procedures to the arma- 
mentarium of the phthisiotherapist marked a decid- 
ed advance in the treatment of selected cases of 
pulmonary tuberculosis; that no surgical opera- 
tion, however extensive, can eradicate tuberculosis, 
especially in the lung; that surgery can never super- 
sede medical and sanatorium treatment of pulmon- 
ary tuberculosis, but is of marked value in a number 
of cases if invoked before before the patient’s re- 
serve is depleted. He described phrenic nerve avul- 
sion as a comparatively minor operation, performed 
under local anesthesia, which frequently leads to 
marked improvement, which as a rule is only tem- 
porary; yet, in exceptional cases, a clinical cure 
may be effected. Three types of incisions were out- 
lined. 

Adjournment followed the reading of this paper, 
the majority of the members proceeding to The 
Pueblo to witness the Corn Dance by the Indians. 

FRIDAY, JUNE 14, 1929. 
Scientific Session. 

The morning session, after being called to order 
by the President, Dr. Crail, was opened by Dr. W. 
L. Brown, El Paso, Texas, who presented a paper 
entitled “Technic and Indications for the Use of 
the Duodenal Tube,” of which he and his brother, 
Dr. C. P. Brown, are the authors. 

Dr. Brown emphasized the value of the tube, 
setting forth that it relieves conditions due to gas 
and regurgitated intestinal fluids; it is a vcnt pipe 
It affects interrupted or continuous lavage of the 
stomach, and, in some cases, of the duodenum. It 
gives relief from nausea; makes possible the free 
drinking of water and thereby relieves thirst, the 
most distressing symptom; permits transgastric 
feeding; relieves toxemia; is a port of entry for all 
kinds of medication; and improves the feelings of 
the patients so that they often beg for its return 
after they have once experienced the relief afford- 
ed by its use. 

In the discussion, Dr. William M. Spitzer, Denver, 
described the purposes for which he uses a duodenal 
tube, and agreed with Dr. Brown as to its value. 

Dr. Frank C. Goodwin, El Paso, was the next 
sneaker, choosing as his subject, “Heliotherapy in 
the Treatment of Extrapulmonary Tuberculosis.” 
Dr. Goodwin spoke of the value of heliotherapy as 
a cofactor in the treatment of surgical tubercu- 
losis, stating that it should in all cases be used in 
conjunction with orthopedic good sense. He told 
of five groups of patients who had been studied 
with the idea of comparing the effects of artifi- 
cial and natural light, and the development of a 
graduated technic, giving case histories and show- 
ing slides of five patients selected from the groups 
to illustrate the need for proper supports and 
supervision and to show the benefits derived from 
this treatment, concluding that, “while heliotherapy 
at an altitude is one of the major factors in the cure 
of extrapulmonary tuberculosis, it must be carried 
on in connection with rest, fresh air, nourishing 
food, proper mechanical appliances and surgery 


when indicated.” 
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The next speaker, Dr. G. Werley, El Paso, Texas, 
presented a paper on “The Management of Heart 
Failure and Dropsy,” detailing four cases under his 
observation and care, diagnosed as: 

1. Rheumatic heart disiase; mitral stenosis; 
auricular fibrillation. 

2. Nephrosis; coronary 
ism. 

3. Syphilitic aortitis; aortic insufficiency. 

4. Coronary sclerosis; nephritis; uremia. 

The Doctor, in his usual painstaking, thorough 
manner, described the different conditions found, 
the measures taken for their relief and stressed 
the value of rest, diet, and the newer remedies for 
edema, in the majority of these cases. 

After the discussion of Dr. Werley’s paper, which 
aroused considearble interest and led to many ques- 
tions, Dr. George S. Luckett, Santa Fe, Director 
of State Board of Health, requested and received 
permission to show an educational film, demon- 
strating the growth of cancer cells, which was re- 
viewed with keen interest. 

Adjournment for luncheon followed. 

Council Meeting 

Immediately after the adjournment of the Gen- 
eral Session, the president, Dr. Crail, called a meet- 
ing of the Council, at which the following members 
were present: Dr. F. H. Crail, Las Vegas; Dr. L, B. 
Cohenour, Albuquerque; Dr. Dwight Allison, Las 
Cruces; Dr. W. T. Joyner, Roswell; Dr. W. E. Ka- 
ser, Las Vegas. 

The secretary, Dr. Cohenour, submitted applica- 
tion of Dr. M. O. Blakeslee, Las Lunas, for mem- 
bership in the Society. Motion for favorable action, 
after proper second, was carried, and Dr. Blakeslee 
admitted to membership. 

Bill presented by Dr. Martin (Taos) for expenses 
of the meeting, amounting to $80.35, was authorized 
to be paid, after proper motion and second. 

No further business arising, adjournment was de- 
clared in order. 

House of Delegates 

Following the meeting of the Council, members 
of the House of Delegates held a brief session, at 
which the minutes of the previous meeting were 
read and approved, as also the action of the Coun- 
cil in regard to membership of Dr. Blakeslee and 
bill of Dr. Martin. 

The president appointed a Committee on Resolu- 
tions, composed of Dr. W. E. Kaser, Las Vegas, and 
Dr. J. A. Reidy, Albuquerque, to report at the Gen- 
eral Session. 

No further business arising, adjournment was de- 
clared in order. 


sclerosis; hypothyroid- 


Scientific Session 

The afternoon scientific session was opened by 
Dr. H. A. LaMoure, Woodcroft Hospital, Pueblo, 
Colo., who spoke on “Mental Diseases.” The Doc- 
tor’s paper dealt with manic depressive psychoses 
which are functional, rather than organic, stating 
that the outstanding features of these phychoses are 
that recovery from an attack is usual and that a 
second or even repeated attacks are to be expected. 
Closely allied to these psychoses are those cases 
termed as involutional melancholia, which differ from 
the manic depressive psychoses in that they appear 
later in life, that there is one attack which is usual- 
ly more prolonged and that recovery is doubtful. 
The Doctor cited several very interesting cases and 
concluded by stating that, when a case voluntarily 
asks for something to do, he knows that patient is 
far on the road to recovery. 

After general discussion of this paper, the sci- 
entific session came to a close and the General Ses- 
sion was called to order. 


SOUTHWESTERN MEDICINE 


General Session 

President Crail called the meeting to order at 2 
p. m., after which the secretary’s report, including 
a resume of the proceedings of the House of Dele- 
gates (which has been published in full in the min- 
utes of the meetings), was read and adopted. 

The Committee on Resolutions presented report 
as follows: 

“RESOLVED, That the New Mexico Medical So- 
ciety, in Forty-Seventh Annual Session at Taos, New 
Mexico, June 12, 13, 14, 1929, extends sincere 
thanks for the hospitalities extended and courtesies 
shown its members and visitors by Dr. T. P. Martin, 
Lions Club, and Mr. Sanford, of Montaner Theatre. 

(Signed) W. E. KASER, 
J. A REIDY.” 

Motion that the Resolution be adopted was made, 
seconded and unanimously carried. 

President Crail, in closing the session, thanked 
the members of the Society for their attendance at 
the meeting, stating that, in his opinion, it was one 
of the best meetings the Society has had for a long 
time, and that he was sure all were glad that they 
had come to Taos, and hoped, at some time, to come 
back again. 

Adjournment sine die at 2:30 p. m. 


NEW MEXICO BUREAU OF PUBLIC 
HEALTH 


TYPHOID CONTROL IN MORA COUNTY 

An outbreak of typhoid fiver developed in Mora 
County, early in August. It had its origin on the 
upper reaches of the Mora River and followed down 
the water course. Dr. J. J. Johnson, part-time coun- 
ty health officer, began a vaccination campaign in 
the affected area, giving a total of 533 complete 
treatments to date unaided. He was scriously handi- 
capped by heavy rains that made the roads impas- 
sable. at times, for any kind of vehicle. 








FLOOD RELIEF IN SOCORRO COUNTY 

On August 13, thc Rio Grande broke its banks 
at Acacia, New Mexico, above Socorro, flooding the 
small settlements for a distance of over 40 miles on 
both sides of the river. Next day, the Director of 
Public Health, thu State Supervising Nurse and the 
Sanitary Engineer went to Socorro, where head- 
quarters were established, The state provided a spe- 
cial fund of $10,000 for health and rilief work, and 
an additional $10,000 to the State Engineer for dikes 
and drainage. 

Two days after the flood, local physicians and the 
director were at work vaccinating those in the af- 
fected arva against typhoid. In four and a half days 
nearly 1,200 persons had received the first dose. At 
the same time, wells that had been flooded were 
chlorinat d and dead animals were buried. Later a 
fly-control campaign was inaugurated. Corrals were 
raked over and a strong solution of borax sprinkled 
over them. Fly traps were distributed in homes 
where babies were found. It was necessary to 
supply canned or malted milk to families having 
children, as well as to provide shelter and clothing 
in many instances. The State Child Welfare Bu- 
reau and the Red Cross took charge of the relief 
work. 

With bridges out and great areas of standing 
water in many sections, transportation was often 
difficult. At one point the river had to be crossed 
in a bucket running on a cable. In another locality 
several miles of stagnant water had to be crossed 
in wagens. This slowed up the work considerably. 

Within three weeks after the flood, only one case 
of typhoid had appeared, and this had becn acquired 





incre 
ence 
also 
in t 
olog 

E 


agai 
Eur 
Fou 
Lon 





2 
ling 
ele- 
1in- 


ort 


So- 
lew 
ere 
sles 
tin, 
tre. 


de, 


ced 

at 
yne 
ng 
ey 
me 












OCTOBER, 1929 


prior to the disaster. No other serious sickness has 
occurred in the area, excepting that normally pres- 
ent in such a community. 

The stat: supervising nurse made home calls on 
the mothers of all small children to see that their 
food was adequate and that medical care was 
available where needed. A public nurse has been 
employed for a period of three months to continue 
supervision. 

The Red Cross, the State Child Welfare Bureau 
and the Sanitary Engineer are rebuilding houses, 
planning for relief work during the winter and 
finding employment for all who can work. Over 
1,200 persons were directly affected and many will 
need assistance until next spring. 

Throughout, the emergency gave experience in co- 
operation. Each agency handled its own share of the 
work but in such close consultation with the others, 
that the result was a smoothly coordinated unit. 





POST-VACCINAL ENCEPHALITIS 

In New Mexico and Arizona, where smallpox 
is perennially endemic, and where there is always 
agitation for and against vaccination, the follow- 
ing article by Dr. Charles Armstrong, Surgeon, 
United States Public Health Service, from Public 
Health Reports of Aug. 23, 1929, is of interest:- 

The occasional occurrence of acute nervous man- 
ifestations following acute infections, such as 
smallpox, chicken pox, measles, mumps, etc., has 
been known for a long time; and there is an impres- 
sion among many that they are relatively on the 
increase. These ailments, to which the so-called 
encephalitis which occasionally follows vaccination 
also belongs, constitute a group strikingly similar 
in their epidemiology, symptomatology and path- 
ology. 

Encephalitis as a complication of vaccination 
against smallpox first came into prominence in 
Europe in 1922, when 11 cases developed in London. 
Four of these cases, all fatal, were admitted to the 
London hospital, where the pathologist, Doctor 
Turnbull, recognized them as pathologically similar 
to a case which had come to his attention in 1912. 

The following year, 1923, some 53 cases were 
recognized in England. Holland was also severely 
hit. To date, England has reported nearly 100 
cases, Holland nearly 150, and Germany 34. Spor- 
adic cases have also occurred in Portugal, France, 
Switzerland, Poland, Austria, Czechslovakia, Italy, 
and other countries. 

In Germany there has been 1 case to approxi- 
mately every 700,000 vaccinations; in England 1 to 
48,000, and in Holland 1 to 4,000. The importance 
of the complication in England is attested by the 
fact that it has been made the subject for study by 
two eminent commissions. In Holland, moreover, 
it has led to the temporary suspension of compul- 
sory vaccination. Bijl and some others are inclined 
to think that postvaccinal encephalitis is a new dis- 
ease entity. On the other hand, Gins cites Sacco as 
referring to nervous complications after vaccina- 
tions as long as 100 years ago. Comby, Gins and 
others have also reconstructed a number of prob- 
able cases from 1905 to 1921. 

SYMPTOMS AND DIAGNOSIS 

The symptoms in this complication usually ap- 
pear suddenly and have their onset in 70 per cent 
of the cases from the tenth to thirteenth day, in- 
clusive, following vaccination. That is, they appear 
when the vaccination, usually primary, is at its 
height. 

The symptoms as recorded for different cases 
vary somewhat, but four symptoms are quite con- 
stantly noted, namely, 
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1. Fever (104° F. or higher in severe cases) ; 
2. Vomiting; 

8. Headache; 

4. Stupor or coma. 

The stupor may develop within a few hours after 
the onset of the symptoms and is always present in 
fatal cases. 

Symptoms of meningeal irritation are usually 
present in conscious cases, absent in others. Con- 
vulsions are common in young children, as are 
also cramps or spasms. Trismus has been occas- 
ionally observed and is worthy of note as it may 
lead to confusion of the ailment with tetanus. Vary- 
ing degrees of paresis or paralysis are noted in 
some cases. The eye muscles usually escape. The 
Babinsky is usually positive, a point considered as 
of high diagnostic significance. The spinal fluid 
usually shows little or no change to chemical, micro- 
scopical, or bacteriological studies. The pressure 
may be slightly increased, however, and cell counts 
as high as 200 to 400 have been observed. 

Death, which follows in from 30 to 40 per cent 
of the cases, usually occurs from the third to the 
tenth day following the onset of symptoms. Recov- 
ery, when it takes place, is usually rapid and com- 
plete; however, some degree of crippling has been 
noted in a few cases. 

Microscopic examinations of the central nervous 
system in fatal cases reveal perivascular areas of 
demyelinization and cellular infiltration scattered 
throughout the white matter of the brain, and 
usually of the cord also. These lesions are similar 
to, if in fact, not indistinguishable from, those en- 
countered in the encephalitis that occurs after 
smallpox, measles, chicken pox and the like. 

EPIDEMIOLOGY 

In England and Holland the tendency of postvac- 
cinal encephalitis to occur mainly in villages and 
rural populations of definitely restricted areas, to 
the exclusion of other areas and large cities, where 
vaccinations were concurrently performed, has led 
to the assumption of some “local” or “place” fac- 
tor in the complication. The fact that multiple 
cases in families have not been uncommon has been 
held by some to point in the same direction, while 
others have interpreted this as indicating an here- 
ditary predisposition to the ailment. The compli- 
cation has usually, but not always, followed a pri- 
mary “take.” Girls are more often affected than 
boys (the opposite of postvaccinal tetanus). The 
patients have varied in age from a few months to 
22 years; however, cases below one year or over 8 
years of age are rare. 

In Holland, England and Germany, multiple in- 
sertion methods of vaccination, which give severe 
“takes,” are employed. Reports, however, indicate 
that the vaccinations which have been followed by 
postvaccinal encephalitis have not been exception- 
ally severe. The complication has not been con- 
fined to virus from any one vaccine establishment 
nor to any particular batches of virus. In fact, its 
occurrence seems to be independent of the type of 
virus. 

Holland, for a period, gave up the use of her 
usual virus and substituted in its place a strain of 
rabbit brain virus such as had been used successful- 
ly in Spain for some years. Out of approximately 
40,000 vaccinations with this strain, 11 cases of 
postvaccinal encephalitis have been reported. A 
strain of virus from Denmark, tubed and ready for 
use, was next secured (Denmark has been free 
from recognized postvaccinal encephalitis.) While 
only a few vaccinations were performed with this 
virus, cases of encephalitis have occurred follow- 
ing its use. 
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CAUSE 


The cause of postvaccinal encephalitis is un- 
known, an immense amount of epidemiological ana 
laboratory work having failed to elucidate the sub- 
ject. Attempts to infect animals with the brain of 
fatal cases or with spinal fluid have failed. Several 
theories have, however, been offered: 

1. That the complication is a result of the vac- 
cination activating some known or unknown infec- 
tious agent present in the virus, or, more likely, 
in the vaccinated individual, in a quiescent or car- 
rier state. This view is held by most European au- 
thorities. 

2. That it is due to the vaccine virus itself. This 
view is favored by Luksch, Leiner, McIntosh, Jarge, 
Gorter, Van Hederween and others. 

3. That it is due to some state of local anaphy- 
laxis, or hyperergy, has been suggested by Glanz- 
man, Rivers and others. 


PREVENTION 


(1) Those who attribute the complication to the 
presence of some type of concurrent virus advise 
against vaccinating other than perfectly well indi- 
viduals, and think that vaccination should not be 
performed in the absence of smallpox, when polio- 
myelitis or encephalitis lethargica is prevalent. 

(2) In England, the Rolleston Committee has ad- 
vised against the multiple insertion for vaccina- 
tions, and has recommended substituting for it a 
single, small, superficial insertion patterned after 
the “American method.” 

(3) Practically all authorities stress the im- 
portance of performing primary vaccinations dur- 
ing the first year of life, since at this period post- 
vaccinal encephalitis is relatviely much less com- 
mon. 

OCCURRENCE OF POSTVACCINAL ENCEPHA- 
LITIS IN THE UNITED STATES 

In so far as the age factor is concerned, the cus- 
tom in this country of performing primary vaccina- 
tions at the sixth or seventh year would seem to 
predispose our population to the complication. Cases 
have, moreover, occurred. Wilson and Ford, and 
Fulgham and Beykirk have reported three cases in 
this country which were confirmed by pathological 
studies. Other possible cases based on clinical and 
epidemiological grounds have been reported from 
Connecticut, Rhode Island, New York, Maryland, 
Illinois, California, Washington and the District of 
Columbia. 

It seems, therefore, that this complication is oc- 
casionally found in the United States, and, as health 
officers, we should all be on the lookout for the 
occurrence of symptoms pointing to the central 
nervous system in persons recently vaccinated. 
Should such cases come to your attention, they 
should be considered worthy of the most careful 
investigation. The Public Health Service is anxious 
to learn of such cases should they occur and would 
be glad to render any assistance possible in the 
study of them. 





SUMMARY OF MORE IMPORTANT CAUSES OF 
DEATHS IN NEW MEXICO, FOR 1927 
(Not corrected for Residence.) 

All Causes NOT: TET ES METS 5,241 

_ pee | 

...2,988 

Unknown mre 2 
Epidemic, Endemic and Infectious Diseases...... 


Typhoid fever ... 
Malaria ; 
Smallpox 
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Measles 
Scarlet fever 
Whooping cough 
Diphtheria 
Influenza 
Mumps Fe ER emi ene ee oe 
Acute Ant. Poliomyelitis .................. 
Rabies 
Tetanus 
Tuberculosis, respiratory 
Tuberculosis, meninges and 
vous : 
Tuberculosis, 
toneum 
Tuberculosis, vertebral 
Tuberculosis, lymphatics .............. . 
Tuberculosis, G-U system 
Tuberculosis, disseminated 
Syphilis 


ner- 


Diseases in sie ered 
Cancer, all types 
Pellagra 5 
Diabetes 


General 


Diseases of the Nervous System 
Cerebral hemorrhage ... 


Diseases of the Circulatory System 
Heart, all types 


Diseases of the Respiratory System ; 
(Tuberculosis and influenza not included.) 
Pneumonia, all types 


Diseases of the Digestive System psesrcce ctl 

Diarrhea and_ enteritis under : 
years of age - 

Appendicitis 
Cirrhosis of liver 

Diseases of the Genito-Urinary 

Annexa (non-venereal) 

The Puerperal State 
Septicemia Bh Sis Bet 
Albuminuria and convulsions 


System and 


Early Infancy ................ ; ‘ M 
Congenital debility, icterus, ete. 
Premature birth 
Causes 
Suicides pesca daae vce 
Railroad accidents .. 
Automobile accidents 
Homicides 


External 


Ill-defined Diseases 


The above are the more 
death, as reported in 1927. 
be available in a few weeks. 


interesting causes of 
Figures for 1928 wil! 


The last item, “Ill-defined Diseases,” includes al! 
of the undiagnosed cases that were never attended 
by a physician. It is ten times as great in this state 
as in most of the eastern states. Undoubtedly th 
would be distributed proportionately among the 
other causes listed. 


Deaths of infants under one year of age amount- 
ed to 1,377, giving an apparent infant mortality 
rate of 131 per thousand live births. This will b: 
lowered somewhat by improving birth registration 
but will still remain one of the highest in the coun 
try. 
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DIAGNOSTIC FORUM 


The following cases are to be studied and 
discussed by the Yavapai County Medical So- 
ciety and Medical Officers of Fort Whipple. 
Any county society, hospital staff, or group 
of doctors, will be welcome to submit discus- 
sions of these cases for publication in this 
journal. 

At the Yavapai County Society meeting of 
November 26th, the following two cases are 
to be discussed: 

By GROUP 1. Case 1 of Two and a Half Months’ 
Vomiting at Age of Sixty-two. 

An American watchmaker sixty-two years old en- 
tered December 28. The chief complaint was almost 
constant nausea with occasional vomiting for about 
two and a half months. 

From the age of eight he had indigestion,—pain 
in the epigastrium beginning an hour and a half 
aftr meals and relieved by soda or food. Later on 
the symptoms increased, with nausea relieved by 
washing the stomach. Sixteen years before admis- 
sion an x-ray examination showed nearly complete 
obstruction at the pylorus... Operation showed ob- 
struction. A gastro-enterostomy completely relieved 
his symptoms. Seven months before admission he 
vomited bright red blood. He became unconscious 
and remain:d stuporous for twenty-four hours. For 
the following week his stools were black. For a 
month after the hemorrhage his body felt numb and 
his mind was cloudy. For six weeks his legs were 
swollen. He improved enough to rcturn to work and 
even gained six pounds, but continued to have 
nausea at intervals. Since the attack he had had 
frequency of urination five or six times by day and 
once or twice at night. Two months and a half be- 
fore admission the nausea became marked and per- 
sistent. Twice he vomited nothing but “bile.” A 
month later he noticed light stools and slight yel- 
lowness of the skin. For five weeks his feet and legs 
had been swollen and his feet numb, especially by 
day. For three weeks his prepuce was swollen. 
He had lost thirty-five pounds. 

His father died at scventy of “galloping con- 
sumption.” The patient was exposed. His mother 
died of cancer of the stomach. A brother died of 
perforated gastric ulcer. 

The patient had scarlet fever, typhoid fever and 
possibly rheumatic fever in childhood. 

Clinical examination showed an emaciated man. 
Many carious teeth. Marked pyorrhea. Tonsils 
large and injected. A few enlarged left axillary 
glands and numerous cervical glands, 4 to % inch 
in diameter. Heart not anlarged. Sounds and ac- 
tion normal. Pulmonic second sound slightly ac- 
centuated. A soft systolic murmur at the apex. 
Radials and brachials only slightly sclerotic. Blood 
pressure 120/80. Lungs clear. Abdomen distend- 
ed, tympanitic. Masses in both lower quadrants, 
small rounded tumors over which the outer por- 
tion of the abdominal wall was freely moveble. 
Livere nlarged; edge felt. Moderate edema of the 
legs. Rectal examinations showed numerous ir- 
regular soft masses around the rectal wall which 
felt like folds of mucous membrane. No indurated 
masses could be felt, but the rectal wall was defi- 
nitely abnormal. Pupils and reflexes normal. 

Amount of urine not recorded, specific gravity 
1.030, the slightest possible trace of albumin at the 
examination, sediment not remarkable. Blood: 
16,800 to 16,000 leukocytes, 60 per cent polymor- 
phonuclears, hemoglobin 75 per cent, reds 4,750,000, 
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slight anisocytosis. Smear otherwise normal. Hin- 
ten negtaive. Non-protcin nitrogen 32 to 40, 

Before operation chart not remarkable except for 
a temperature of 99.4° the day of admission. 

The patient had nausea throughout the day on 
December 30. That night he began to complain of 
severe sharp constant epigastric and upper abdom- 
inal pain, more marked on the left. An enema was 
given with gas and fecal results. He belched a good 
dval of gas. A large doughy irregular mass was 
first noticed in the left upper quadrant that night. 
The following day the pain continued. Six or eight 
times vomiting was induced, always with relief. 

December 31 operation was done. That night the 
patient died. 


By GROUP 2. Case 2. Sudden Collapse on Ex- 
cessively Hot Day; Death After Twenty-four Hours 
in Coma. 


A Swidish carpenter of forty-seven went to work 
on June 7 feeling as well as usual. It was an ex- 
tremely hot day, the official temperature being 94 
degrees in the shade. The patient was engagcd in 
working on the outside of a house and was in the 
sun most of the time. About noontime he suddenly 
felt weak and dizzy and was forced to sit down. In 
a fuw minutes he vomited. He had to be assisted 
home a few blocks distant and was put to bed. The 
local doctor was called at once and found him to be 
in a state of collapse. He was still conscious but 
very weak and bathed in cold perspiration. His 
mouth temperature was 94 degre:s and his blood 
pressure 90 systolic and 50 diastolic. The pulse was 
observed to be weak and irregular but slow. 

In the evening he became somewhat stuporous, 
and during the night passed into gradually deepen- 
ing coma. The next morning he could not be roused. 
Frequent observations of tempcrature and pulse 
were made by the nurse, his temperature remaining 
subnormal and his pulse 80 to 90 until nine o’clock 
in the morning, when his temperature’ suddenly 
went up to 104 and his pulse to 150. 

He had always been a strong, robust man. His 
family could remember no serious illnesses. He 
was married and had two healthy grown children. 

Examination at quart‘r past twelve p. m., June 
8 showed a large muscular middle-aged man ob- 
viously moribund, very cynanotic, in deep coma. 
The breathing was tertorous, shallow, and slow. 
Turning his head on one side freed the air passages 
sufficiently so that cyanosis disappeared from the 
the face. It remained however in the fingers. The 
skin felt very hot. It was neither moist nor very 
dry. The temperature one hour before examination 
was 104; the pulse 160, regular, the respirations 16, 
the blood pressure 142/80. The pupils were equal, 
slightly irregular; no reactions could be obtained. 
Fundi: the disc margins appeared slightly blurred; 
the vessels appeared normal; no hemorrhage or 
exudate. Mouth negative. Thyroid and glands 
normal. Heart normal in size, action very rapid 
but regular, sounds of good quality, no mur- 
murs. Lungs, no dullness. The breath sounds were 
obscured by the stertorous breathing. Abdomen nceg- 
ative except for dullness extending three inches 
above the pubic crest, thought to be due to a dis- 
tend.d bladder. Reflexes: knee jerks and other re- 
flexes were not obtainable. No response on plantar 
stimulation. 

Laboratory data. Urine: high colored, clear, spe- 
cifie gravity 1.034, albumin 0.10 per cent (equals a 
slight trace), sugar—l.5 per cent, sediment nega- 
tive; diacetic acid, slight reaction; acetone moder- 
ate reaction, Blood: hemoglobin 90 per cent, reds 
5,880,000, leukocytes 18,000; non-protein nitrogen 
37 milligrams per 100 cubic centimeters; carbon di- 
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oxide combining power 32 volumes per cent. Was- 
sermann negative. 

While the patient was being cathetcrized to ob- 
tain a specimen the respiration stopped. Brief ar- 
tificial respiration was employed, after which a few 
spontaneous irregular respirations occurred. The 
heart continued to beat for several minutes after 
respiration ceased. Death occurred about five min- 
utes to one p. m. 


At the Yavapai County Society meeting of 
December 10th the following two cases will 
be discussed. 

By GROUP 1. 
of the Face. 

An Irish-American widow sixty-five years old en- 
tered the hospital May 13 complaining of dizziness 
and slowness. 

Four years before admission she had an attack 
of erysipelas of the face and the region of the left 
ear. Ever since this time her cheeks had Jost color 
and the skin about her eyes had been puffy. She 
had had three later attacks of erysipelas. For three 
or four years she had had increasing weakness and 
slowness in movement. For three years her skin 
and hair had been growing dry and the circulation 
in her hands and feet, always poor, had been get- 
ting worse. She had been hoarse, although she never 
had sore throats. In the past two years she had had 
a slight general loss of hair. For a year she had 
had a tendency to trip, and had been dizzy after 
quick motions of the head or when she looked at 
moving pictures. During the past year her hearing, 
eyesight and memory had been growing poorer. Re- 
cently she had had a tendency to fall asleep, and 
slept so much during the day that she did not sleep 
well at night. During the past month her hands had 
grown very swollen, spade-like and blue. In the past 
two weeks she had had some dyspnea when she was 
nervous or hurried. She urinated two or three times 
at night, and lately had had some urgency. She had 
lost a few pounds in weight. 

Her father died of tuberculosis while she was liv- 
ing with him. One sister had had a nervous break- 
down following an unfortunate investment. 

The patient had had three or four miscarriages at 
three months and lost one of her two children the 
day after birth. She was operated upon for falling 
of the womb after one delivery. All her teeth had 
been extracted for pyorrhea. She had some palpita- 
tion on exertion or excitement. For years she had 
had swollen joints in the hands and occasional pains 
in the hips, due she thought to arthritis. She had 
gas, relieved by hot drinks. She ate no meat be- 
cause of high blood pressure. For two years her 
bowels had required laxatives. 

Clinical examination showed an obese woman, 
asleep and hard to arouse. Voice low, speech slow. 
Skin cool, subicteric, dry and scaling. Hair coarse 
and dry. Face rough, cheeks red. Swollen loose skin 
about the eyes, which opened with difficulty. Whit- 
ish secretion on lids. A few keratoses over the body. 
Superabundance of tissue over the clavicles and up- 
per borders of trapezius muscles. Tongue very 
large and long, somewhat smooth. Thickened ton- 
sillar pillars and uvula. Small firm axillary glands. 
Breasts atrophic. Apex impulse of the heart not 
seen or felt. Left border of dullness 5.5+(7) centi- 
meters, midclavicular line 8.25 centimeters, right 
border, 4.5, supracardiac dullness 6. (Heart dis- 
placed to the right?) Rate regujar. Sounds distant. 
A rough systolic murmur, faint in the apical region, 
becoming loud in the second right interspace. Left 
pulse greater than right. Artery walls thickened 
and tortuous. Blood pressure 195/110 to 145/100. 


Case 1. Drowsiness and Swelling 


SOUTHWESTERN MEDICINE 


Lung signs: Left chest anteriorly, flatness, dimin- 
ished or absent tactile fremitus, distant bronchial 
breathing, egophony, increased whispered voice, over 
lower portion; no rales; medium crepitant rales 
over base posteriorly. Abdomen protuberant and 
tympanitis. Liver edge felt. Rounded mass in region 
of gall-bladder. Hypertrophic arthritis of phalangeal 
joints. Pitting edema of ankles and shins. Dorsalis 
pedis arteries not pulsating; feet cold. Foul leukor- 
rhea. Vagina presented small irregularities. Small 
non-bleeding hemorrhoids. Pupils and knee-jerks 
normal, ankle jerks absent. Fundi: dise outlines in- 
distinct but not choked. Vessels not clearly seen. 
No obvious sclerosis No hemorrhages. 

Urine: amount 28 to 30 ounces on the two occa- 
sions recorded, specific gravity 1.016 to 1.026, no 
albumin, sediment of a catheter specimen negative. 
Urine culture: colon bacillus. Blood: 8,000 to 6,500 
leukocytes, 66 per cent polymorphonuclears, hemo- 
globin 65 to 70 per cent, reds 3,400,000 to 3,700,000, 
no marked achromia, moderate anisocytosis, plate- 
lets normal. Hinton negative. Icteric index 3. Non- 
protein nitrogen 25. Stools: guaiac strongly positive 
at one of two examinations. Basal metabolic rate 
minus 26, pulse 73, weight 62.9 kilos. 

Temperature 96° to 98.9°; usually 98° or below. 
Pulse and respirations normal. 

X-ray examination showed arthritis of the termi- 
nal phalangeal joints and the spine, also changes 
suggestive of gout. There were no visible gall- 
stones. The sella turcica was normal. There was 
considerable calcification in the region of the pineal 
gland. The left lung field showed dense dullness 
except for a small area at the apex. The upper mar- 
gin of dullness was sharply defined. The outline of 
the diaphragm and the border of the heart were ob- 
literated. The heart and mediastinal contents were 
displaced to the right. The right lung field was ob- 
secured by the heart shadow, and was less radiant 
than normal along the borders of the heart and in 
the region of the base. 

The patient was disoriented at night and on the 
morning of May 18. The edema of the eyelids be- 
came marked. The veins of the arms were so en- 
gorged that the venous pressure was sufficient to 
push the piston out when blood was withdrawn. 
The lips, face, hands and feet were cyanotic. A 
lumbar puncture was done. The fluid was clear, 
straw colored, initial pressure 165, jugular com- 
pression 610+, release 195, after withdrawal of 5 
cubic centimeters 160, after withdrawal of 5 more 
140; two red blood cells, one leukocyte; Wassermann 
and Hinton negative; colloidal gold 0111100000. A 
chest tap gave 80 cubic centimeters of very slightly 
opalescent yellowish fluid. On the same day the red 
blood count was 4,400,000, the blood serum total 
protein 6.98 grams in 100 cubic centimeters, the 
hematocrit 38.1 per cent. 

That evening the patient seemed brighter and 
— oriented. The next morning, May 19, she 

ied. 


By GROUP 3. Case 2. General Glandular En- 
largement Lasting Thirty Years or More. 

An American stationary fireman forty-three years 
old entered September 12 through the Emergency 
Ward for study of upper abdominal pain and en- 
larged glands. He was semistuporous and very ir- 
ritable. 

Ever since he was a small child he had had en- 
larged glands in his neck and axillae. They did not 
change from childhood until after he was grown up. 
Then at times they increased, occasionally reaching 
the size of a large walnut and remaining so for a 
few days, then going down again and not troubling 
him for months. He had been in fairly good health 
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until September 1, although for several years he 
had had epigastric distress and eructations of gas 
after heavy meals. Seven months before admission 
the inguinal glands became enlarged after some 
hard lifting. These glands at first were tender for 
a day or two. The glands in the neck and axillae 
had never been tender. In May his feet and ankles 
began to swell during the day, reaching two or three 
times their normal size after he had been on his feet 
for a long time but returning to normal overnight. 
At this time there was more marked enlargement 
of the inguinal glands. Under treatment by a physi- 
cian the edema disappeared. He had urinated once 
er twice a night since that time. The night of Sep- 
tember 1 after eating a few pieces of chocolate can- 
dy he was suddenly seized with severe colicky epi- 
gastric pain which lasted for over an hour and grad- 
ially turned into a gnawing dull ache which kept 
him awake all night and for the five following 
nights. After this attack he ate very little food be- 
cause it seemed to cause gas and increase the dis- 
‘comfort. Soda gave no relief. The pain came in 
waves. When he had attacks of sharp pain it seemed 
to run around to the lumbosacral region. Four weeks 
before admission he had two or three attacks of 
shooting and darting pain all through his legs. 

His bowels had always been constipated. He had 
slight dyspnea and palpitation on exertion. For a 
year he had occasionally urinated at night. There 
was some question as to girdle and shooting pains. 
len years before admission he weighed 215 pounds, 
iis best weight; a year before admission 180 pounds. 
He thought he had lost some weight in the past six 
months. 

His mother, who died of cancer of the breast, had 
some “heart failure.” His four children had en- 
larged glands, not so marked as his own. 

Clinical examination showed a man with obvious 
loss of weight ard marked pallor, cooperative but 
drowsy. Moderate pyorrhca. Nasal septum deviat- 
d to the left. Left submaxillary and supraclavicu- 
lar and right cervical! glands enlarged, measuring 
one-half to three centimeters. In both axillae and 
groins were glands the size of a peach stone, the 
inguinals firm, all others moderately soft. Mark- 
ed flaring of the lower costal margins. Harrison’s 
groove. Diaphragmatic excursion limited. Inspir- 
atory wheeze on the left, front and back. Apex im- 
pulse of the heart not seen or felt. No enlargement 
to percussion except slight increase in supracardiac 
dullness to the left. (Total 6.5 centimeters.) Pulse 
and artery walls normal. Blood pressure 115/70 to 
95/65. Abdom n slightly distended, with tympany 
in the center and shifting dullness in the flanks. 
No fluid wave made out. Veins prominent over the 
upper abdomen. Liver dullness increased downward 
to five centimeters below the costal margin. Edge 
not felt. In the left upper quadrant a mass, prob- 
ably the spleen, descended five centimeters below 
the costal margin on inspiration. Right pupil great- 
er than left; both regular and reacted normally. 
lundi: dises slightly pale, no exudate or hemor- 
rhage.) Genitals, extremities and reflexes normal. 

Urin : 30 to 55 ounces, red at three of five exam- 
inations, specific gravity 1.020 to 1.030, a slight 
trace of albumin once, bile twice, rare to occasional 
leukocytes at three of five sediment examinations. 
Blood: 3,600 to 8,400 leukocytes, 61 to 100 per cent 
polymorphoruclears, hemoglobin 75 to 45 per cent, 
reds 4,500,000 to 3,250,000, moderate to marked 
chromia, moderate to slight poikilocytosis in all of 
five smears, anisocytosis in the last two, plate]cts 
always reduced. In one smear several of the very 
pale red cells showed rings in centers made up of 
very small granules, possibly artefacts or Cabot’s 
rings. Two Hinton tests negative. Non-protein ni- 
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trogen 27 milligrams. Icteric index September 13 
3, Octuber 5 40, October 7 20. Stools negative. 

Temperature 96.8° by mouth to 103°. Pulse 80 to 
140. Respirations 20 to 44. 

X-ray showed the hilus shadows markedly enlarg- 
ed in size. There was a lobulated mass in this re- 
gion. The interlobar septum was visible on the 
right. There was fine mottled dullness throughout 
both lung fields. The changes were most marked in 
the upper lobe. The pelvis and lumbosacral spine 
showed no abnormalities. Re-examination October 9 
showed no definite change since the previous ob- 
servation. 

September 17 a gland was removed from the neck 
for examination. September 19 x-ray treatment was 
begun. 

The patient had some pain. From September 15 
to 19 he had no movement of the bowels. The tem- 
perature was 101° to 103°. There were medium rales 
at both bases with diminished breath and voice 
sounds and with a questionable friction rub below 
the angle of the right scapula. The patient grew 
rapidly weaker, thinner and paler and dozed much 
of the time. The glands diminished slightly in size. 
The mass in the right upper quadrant grew much 
smaller. He had no appetite and took only milk and 
a few crackers. His mouth was dry, his tongue 
shiny and stiff. October 6 there were numerous 
fine to medium rales in both backs and a few coarse 
crackles at the left base. Fluid persisted in the ab- 
domcn. The glands diminished markedly in size. 
Octob r 6 the spleen could not be felt, The leukocyte 
count was 6,000. The blood contained no lymph- 
ocytes. He continued to fail rapidly. Rales increas- 
ed in both sides of the chest, more marked on the 
right. From October 4 to 10 the temperature was 
never below 100.7° rectal or above 102°. The pulse 
was 100 to 140, the respiratory rate 23 to 40. There 
was moderate pitting edema of the feet. October 10 
he died. 


At the Yavapai County Society meeting 
January 7th, the following two cases will 
be discussed. 

By GROUP 2. Case 1. Breathlessness. 


First admission. An English pipe organ tuner 
forty-four years old entered February 19 complain- 
ing of breathlessness. 

Six months before admission he went on one 
of the periodic alcoholic debauches in which he had 
always indulged. After three days his feet swelled, 
When he stopped drinking the swelling disappear- 
ed, returning later, incr.asing and ascending until 
it involved the penis. Since the onset he had had 
sharp pain over the splenic area when he was tired. 
Five months before admission he had a “cold” last- 
ing four to six weeks, he thought without fever. He 
coughed and raised a little sputum, and had pain in 
the back and breathlessness, worse on exertion. For 
thre: months he had had oliguria. Three months ago 
he began to feel a pressure in his abdomen as 
though he had eaten a heavy meal, with belching 
and nausea. His abdomen graduall yincreased in 
size so that he had to loosn his clothing more and 
more. He tried eating only one meal a day with- 
out relief. Five weeks before admission he had an 
x-ray examination and was advised to enter a hos- 
pital. A week later by advice of a physician he fol- 
lowed a regime of restricted fluids, powders and 
unlimited diet, but after a week stopped it because 
he was alarm.d by his oliguria. Three weeks before 
admission he followed advice for rest and Epsom 
salts with some rilief of the edema and slow im- 
provement in his feeling. Recently he had slept on 
his back and had had dull aching pains under his 
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scapula, relieved by. sitting in a chair. Since the 
onset he had gradually lost strength and _ gained 
weight, 17 pounds up to a month ago, though his 
arms seemed thinner. He had had three moderate 
nosebleeds. His bowels had become slightly consti- 
pat d. 

His father died of cancer of the throat. The pa- 
tient’s wife was psychotic for a year ending six 
months ago. The patient took care of her himself, 
His business and his income of course suffered. He 
had scarlet fever at twelve, typhoid fever at twenty- 
one. He had always been a heavy periodic drinker. 
At twenty-four he had lesions on his soles and a 
s vere sore throat, and was treated with mercury 
by mouth. Two y ars later his wife had him commit- 
ted to the Psychopathic Hospital for excessive drink- 
ing. He had a positive Wassermann, and treated with 
intravenous injections for a year and a half. At 
thirty-four he had gonorrhea, with treatm nt. At 
forty he had severe coarse tremor and was “jumpy” 
from alcohol. Now he was more quiet, 

Clinical examination showed a slightly wasted 
man with an «normous abdomen, lying flat in no 
discomfort and with no dyspnea. Two submaxillary 
glands were felt, and left axil'ary glands the size 
of a pea. Tceth carious. Marked pyorrhea. Smooth, 
somewhat pedunculated enlargement of the left ton- 
sil. Lungs cl‘ar. Apex impulse of the heart in the 
fourth space. Left border of dullness 9% centi- 
meters from midsternum, one centimeter outside 
the midclavicular line, right border two centimeters, 
supracardiac dullness 6. Sounds of poor quality, A 
systolic murmur a tthe base. Pulses normal. Radials 
and brachials palpable and tortuous. Blood pres- 
sure 105/70 to 112/75. Abdomen distended; fluid 
wave, shifting dullness. A small umbilical hernia. 
Edema of legs, sacrum and genitals. Pupils and re- 
flexes normal. 

Urine 120 to 34 ounces, specfiic gravity 1.010 to 
1.030, 3 to occasional leukocytes at all of four ex- 
aminations; urine otherwise negative until after 
medication (see below). Blood: leukocytes normal, 
hemoglobin 75 to 85 per cent, reds 3,790,000 to 
4,760,000, slight poikilocytosis, smear otherwise nor- 
mal. Two Hintons and two Wassermanns weakly 
positive. Non-protein nitrogen 29. Icteric index 5. 
Two Rosenthal liver function tests: 15 to 20 per 
cent retention. Van den Bergh test biphasic, 1.25 
milligrams per 10 ¢.c, Abdominal tap February 20; 
414 liters of clear yellow fluid, specific gravity 
1.005, 150 red cells, 50 leukocytes, mostly monocytes. 
Stools not remarkable. 

Temperature 96° to 99°, with one rise to 100° 
March 2. Pulse 65 to 97. Respirations normal. 

X-ray examination with a barium meal and a 
barium enema showed no definite evidence of or- 
ganic disease. Palpation of the stomach was impos- 
sible because of abdominal distention. There was 
some spasm in the region of the sigmoid. 

A syphilis consultant thought the 1 ft obe of the 
liver seemed enlarged. After the abdominal tap the 
liver edge was felt, smooth, not tender, 8 to 9 centi- 
meters below the costal margin; the left lobe was 
easily felt and was larger than the right. Salyrgan, 
mercury succinamide and ammonium chloride were 
given, but were stopped because of the appearance 
of albumin and casts in the urine. A lumbar punc- 
ture was negative. The dorsalis pedis arteries were 
obstructed; there was poor circulation in the feet. 
March 6 the patient was discharged. 

History of Interval: The patient did fairly we'l 
for the next month. He came to the Out-Patient 
Department for four treatments of mercury succina- 
mide, and had several abdominal taps. March 31, 
after taking morphine prescribed by his physician, 
he became somewhat irrational. During the next 





two days he sank deeper and deeper into coma. H¢ 
vomited coffee grounds material several times. 
Second Admission, April 2. 

Examination showed a comatose, moribund mai 
with deep and slowed respirations and cyanoti: 
cheeks and lips. His eyes were turned to the left 
apparently he could not move them to the right 
Systolic blood pressure 80. Pulse somewhat rapi 
but regular. Coarse rales posteriorly. Abdomer 
moderaetly distended with fluid. Veins over th« 
Iswer chest and abdomen dilated and plainly visible 
No edema of the legs or genitalia. Leg reflexe 
very hyperactive, equal. Clonus well sustained 01 
the left, poorly sustained on the right. Questionabl: 
Oppenheim and Babinski, both legs. Arm reflexe: 
hyperactive but equal. 

Temp rature 9&%°. Pulse 90 to 140. Respiration: 
normal. 

TLe patient died quietly the evening of admis 
sion. 


By GROUP 3. Case 2. Vertical Headache. Swell 
ing of the Face. 

First admission, An Irish-American electrician 
forty-nine years old entered the hospital Septembe: 
4 complaining of morning headache, chiefly on toy 
of the head. 

For three years he had had tinnitus in the right 
ear. This had been no worse since the onset of the 
present illness. For the two months he had had 
loss of memory for recent events and had talked 
more slowly than usual. Seven weeks before ad 
mission he had a cold in the head, with much dis 
charge from the nose every morning. This had per 
sisted. His eyes ran a good deal. Since the onset of 
these symptoms there had been much more retarda 
tion of speech. Five weeks before admission he be 
gan to have a severe vertical headache every morn 
ing, usually disappearing after breakfast and r cur- 
ring toward evening. For three weeks he had had 
daily morning nausea followed by vomiting, not 
projectile, and had a cough with thick white spu- 
tum and hoarseness. He rarely had night sweats. 
For two weeks he had had blurring of vision and 
vertigo. At times he felt as if he would fall. 

His father died at thirty-five of phthisis. On 
daughter died at five with a questionable diagno- 
sis of weakness of the heart. 

His eyes had always troubled him, aching at 
times. He had worn glasses since he was twenty 
one. He had had no diplopia. The left nostril wa 
smaller than the right. He had gonorrhea with 
treatment before he was married. He had typhoid 
fever fifteen years before admission. He had ton 
sillitis ten years before admission. Four month: 
before admission he had four teeth extracted. 

Clinical examination showed a well nourished 
man with skin lesions on which a diagnosis of psori 
asis was made. The heart, lungs and abdome! 
showed no abnormalities. With the arms extended 
there was slight tremor of the hands, more on the 
Ilcft. Knee-jerks and ankle-jerks very lively but equa! 
Bilateral Babinski was found at the entrance exam 
ination. but was not found by the visiting neurolo 
gist a week later. 

Neurological examination. Face pulled to th: 
right on showing teeth. No tremor of the tongu 
Grips equal. Vibratory sense in the right leg dimin 
ished from the knee down, in the left leg diminishe 
in the ankle. Reflexes normal except for Babinski. 

Urine normal «xcept for a slight trace of sugar. 
Blood: 16,600 to 15,425 leukocytes, polymorphonu 
clears 78 per cent, hemoglobin 80 per cent. 


Chart normal. 
Consultations. 
opacities. 


Oculist: a few floating vitreou 
The right dise showed hyperemia, nea! 


SOUTHWESTERN MEDICINE 
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obliteration of physiological cup with one-half to one 
diopter of elevation. The left eye showed hyperemia 
with blurring of the nasal margin. Extra-ocular 
movements normal. At a second examination two 
days later the same findings were reported. There 
was also fine jerking rotary nystagmus on looking 
up and to each side. Visual acuity was normal. A 
third examination a week later showed no change. 
ar consultant: No deafness. Both drums were re- 
tracted and the ossicles were not too freely movable 
n the right side. This probably accounted for the 
tinnitus. A caloric test with cold water showed no 
ibnormalities of the -horigzontal canals, but the 
nystagmus, vertigo and past-pointing from the ver- 
ical canals of both ears, although in the right di- 
rection, was very poor. 


X-ray of the skull showed no abnormalities of 
the skull or sinuses. The roots of four teeth showed 
ibscesses. These teeth were extracted by a dentist 
ind two more were reported as dead. 

September 9 the patient felt as though he wanted 
to vomit although he was not really nauseated. He 
came dizzy, weak, semiconscious and would have 
‘allen to the left if he had not been caught. 


September 14 a lumbar puncture between the 
fourth and fifth lumbar vertebrae gave clear fluid, 
nitial prissure normal, good rise and fall on jugu- 
ar compression, 1 cell, alcohol positive, ammonium 
ulphate and Wasscrmann negative, total protein 
“7 milligrams, colloidal gold 1111211000, 


While the patient was in the hospital the nausea 
and vomiting stopped and the headache became 
less frequent and severe. September 21 he was dis- 
charged, to return at the end of a month for check 
up. 

History of interval. After going home the patient 
had a return of the attacks, though they were less 
severe. On October 9 he was semi-comatose. The 
following day he could remember seeing two physi- 
cians and several ministers, but could not remem- 
ber any events connected with them. 


Second admission, October 10, three weeks aftcr 
his discharge. 

General physical examination was as before. Neu- 
rological examination the day after admission show- 
ed definite bilateral plantar flexion. There was very 
little evidence of lack of coordination in the finger- 
to-finger and finger-to-nose tests. Nystagmus was 
very slight if present at all. There was no ataxia. 
There was questionable slight left fifth motor and 
left seventh weakness. Tinnitus was present on the 
right. 

Before operation the chart was normal. 

October 13 operation was done. After it the tem- 
perature was irregular, with periods of elevation to 
100° or 101°, once to 102.2°, lasting one to three 
days, with intervals of days or weeks of normal or 
occasionally subnormai temperature. The pulse was 
56 to 180; usually below 90 until November 18. The 
respirations were not remarkable until December 13, 
when there was a terminal rise in the whole chart 

temperature 100° to 105.2°, pulse 108 to 150, res- 
pirations 22 to 50. 

X-ray examination October 16 showed a peculiar 
mottled appearance of the bones of the skull. The 
calvarium was rather heavy. A review of the previ- 
ous plates showed similar but less marked changes. 
The sella turcica appeared normal. There was cal- 
cification in the region of the pineal gland. There 
was no evidence of increased intracranial pressure. 

October 21 there was mild staphylococcus infec- 
tion of the wound, causing edema so marked as to 
shut the right eye. Four days later the entire ex- 
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tent of the incision was infected. There was evi- 
dence of pressure. October 27 herniation of the 
brain tissue was suspected and October 31 was defi- 
nietly present. The infection slowly cleared. A con- 
sulting oculist found early choking of each disc. The 
physiologic cups were still present. November 6 a 
lumbar puncture showed an initial prsesure of 450, 
total protein 65. Forty cubic centimeters of clear 
fluid was withdrawn. After the procedure the swell- 
ing was definitely diminished and the skin edges 
were partially drawn together with adhesive. Lum- 
bar punctures were done also on October 19, 20 
and 27. The patient lost ground steadily, be- 
came much more stuporous with Cheyne-Stokes 
respiration at times. An attempt to tape the skin 
edges over the wound caused blockage of pus drain- 
age and spread, so that the wound was left wide 
open. The brain fungus was moderately riddled with 
small abscesses. By December 11 the infection had 
practically cleared and epithelializatipn was al- 
most complete. The wound was not particularly 
tense. The fundi seemed quite flat, with evident sec- 
ondary optic atrophy. The patient was periodically 
drowsy and alert. December 16 the leukocyte count 
was 72,800, the polymorphonuclears 93 per cent. 
There were signs of possible beginning pneumonia. 
December 17 these were increasing. That night the 
patient died. 


ARIZONA NEWS AND PERSONALS 


DRS. E. PAYNE PALMER and JOSEPH M. 
GREER, of Phoenix, are among the Arizona sur- 
geons attending the American College of Surgeons 
in Chicago this month. 


DR. C. E. YOUNT, of Prescott, left the latter 
part of September for special work in fracture man- 
agement at the Massachusetts General Hospital in 
3oston, following which he expected to attend the 
American College of Surgeons in Chicago this 
month. 


DR. SAMUEL H. WATSON, of Tucson, has re- 
cently returned from a European tour of several 
weeks, and resumed his practice. 


DR. F. T. WRGHT, of Douglas, president of the 
Board of Medical Examiners, returned from a Euro- 
pean trip of two months, in time for the October 
meeting of the Board. 


DR. NELSON D. BRAYTON, of Miami, and fam- 
ily, have returned from their European trip, and the 
doctor has resumed his work at Miami. 


DR. R. J. STROUD, of Tempe, Superintendent 
of Public Health for Arizona, has returned from a 
trip east, where he went cniefly to attend the Amer- 
ican Public Health Association meeting in Minne- 
apolis. 








SITUATIONS WANTED 
WANTED—Salaried appointments for Class A 
Physicians in all branches of the Medical Profes- 


sion. Let us put you in touch with the best man 
for your opening. Our nation-wide connections en- 
able us to give superior service. Aznoes National 
Physicians’ Exchange, 30 North Michigan, Chicago. 
Established 1896. Member The Chicago Association 
of Commerce. 


EL FRESCO REST HOME 

Los Angeles, California 

Large, comfortable house, with enclosed, furnish- 
ed garden. Special emphasis on outdoor life and 
dietetics. Terms reasonable. References given. Ad- 
dress P. 0. Box 1057, Station C., Los Angeles, Calif. 
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THE MEDICAL AND SURGICAL ASSOCIATION 
OF THE SOUTHWEST 
PROGRAM 
of the 
FIFTEENTH ANNUAL SESSION 


PHOENIX, ARIZONA 
NOVEMBER 7, 8 and 9, 1929 


Headquarters and Registration—Hotel Westward Ho. 
Scientific Sessions and Medical Clinics—Woman’s Club Auditorium. 


Surgical Clinics—St. Joseph’s Hospital and Good Samaritan Hospital. 


THURSDAY, NOVEMBER 7. 
Forenceon. 
SURGICAL CLINICS—8:00 to 10:30. 
MEDICAL CLINICS—10:45 to 12:00. 
(Secure supplementary program at time of registration for details of clinics.) 
“Clinical Luncheon”—12:10 sharp—Hotel Westward Ho. 
(A selected gu st will give a clinical talk of about 25 minutes.) 
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Afternoon Session—1:30 sharp—Woman’s Club Auditorium. 
















Shief 
_ Dr. F. D. Garrett, El Paso, Texas. 
litor “Medical and Surgical Treatment of Peptic Ulcer; An Attempt to Define 
the Limitations.” 
Dr. R. L. RAMEy, El] Paso, Texas. 
enix “The Surgical Aspects of Gastric Ulecrr, with Reports of Some Unusual 
_ Cases.” 
paso Dr. J. W. HANNeETT, Albuquerque, N. M. 
- “Perforated Duodenal Uler.” 
well Discussion of Papers of Drs. Garrett, Ramey and Hannett. 
ovis Dr. JOHN V. Barrow, Los Angeles, Professor of Clinical Medicine, College of 
M.dical Evangelists. (By invitation.) 
_ “Moving Picture Demonstration of Human Intestinal Protozoa, with Re- 
— marks on their Clinical Aspects and Treatment.” 
a, Dr. MARK P. Beam, Albuquerque, N. M. 





“Case Report with X-ray Films.” 


Dr. WILLIS W. WalrTE, El Paso, Texas. 
“Who Should Be Called a Pathologist?” 









Evening. 
Buffet Dinner, for men, followed by smoker and entertainment. 


Entertainment for visiting ladies, by Maricopa County Medical Society Ladies’ 
Auxiliary. 












FRIDAY, NOVEMBER 8. 
Forenoon. 
SURGICAL CLINICS, 8:00 to 10:30. 
MEDICAL CLINICS, 10:45 to 12:00. 
(See suplementary program for details of clinics.) 
“Clinical Luncheon,” 12:10 sharp—Hotel Westward Ho. 
Talk by some selected guest 









Afternoon Session, 1:30 sharp. 
Woman’s Club Auditorium 
Dr. KELVIN D. LYNCH, El Paso, Texas. 
“Problems in Surgery of Kidney and Ureteral Stone.” 
Dr. W. G. SHULTZ, Tucson, Arizona. 
“Anomalies of the Kidney Pelvis and Upper Ureter.” 
Dr. W. R. JAMIESON, El] Paso, Texas. 
“Solitary Cyst of Kidney.” 
Discussion on papers of Drs. Lynch, Shultz and Jamieson. 
Dr. WILLIAM Dock, San Francisco, Assistant Professor of Medicine, Stanford 
University School of Medicine. (By invitation.) 
“Some Details of the Treatment of Heart Disease.” 
Dr. JOHN W. CATHCART, El Paso, Texas. 
“The Pathological Cervix.” 
Dr. LESLIE SMITH, El Paso, Texas. 
“Ringworm of the Hands and Feet; a Consideration of its Recurrences.” 
Dr. FRANK SCHUSTER, El] Paso, Texas. 
“Sonw = the Effects of Aviation as Seen in Eye, Ear, Nose and Throat 
Studies.” 























Evening :—Annual Dinner and Dance. 
Ball Room of Hotel Westward Ho. 
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SATURDAY, NOVEMBER 9. 
Forenoon. 


SURGICAL CLINICS, 8:00 to 10:30. 
MEDICAL CLINICS, 10:45 to 12:00. 


(Sec supplementary program for details of clinics.) 


“Clinical Luncheon,” 12:10 sharp. Hotel Westward Ho. 
(Talk by some selected guest.) 


Afternoon, 1:30 sharp. 
(Woman’s Club Auditorium.) 


Dr. ORVILLE EGBERT, E] Paso, Texas. 
“Blood Sedimentation Studies in Tuberculosis.” 
Dr. ROBERT S. FLINN, Prescott, Arizona. 
“Coronary Occlusion.” 


Dr. R. B. HOMAN, El Paso, Texas. 
“Tumors of the Chest.” 


Dr. LEO ELOESSER, San Francisco, Clinical Professor of Surg ry, Stanford Uni- 
versity School of Medicine. (By invitation.) 
“Treatment of Bronchiectasis.” 


General Business Meeting. 
Election of Officers. 


Evening 


Public meeting, under auspices of the Arizona Cancer Committee 
with showing of the Canti Film. 





IMPORTANT DETAILS. 


Hotel Westward Ho is the headquarters and place of registration. 
This is a fine new hotel on Central Avenue, five blocks north of the 
center of the city. 

The Woman’s Club is immedaitely adjoining the hotel on the rear, 
facing on First Avenue. Here the medical clinics and the general ses- 
sions will be held. 

Announcements regarding the clinics will be ready for distribu- 
tion at the time of registration. 

The Maricopa County Medical Society is noted for its hospitality, 
and nothing is being spared by them to make the arrangements for 
the meetings adequate and complete. The entertainment of members, 
visiting doctors and lady guests will be of the usual high order. The 
primary object of the meeting will be the scientific programs and 
clinics, and entertainments are not planned which will interfere with 
these, but all three evenings will be given over to a diversity of en- 
joyable functions. 

Only three papers from outside our own membership have been 
placed on the program—one each day. These will be interesting and 
will bring to us subjects of importance in daily practice. 
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Headquarters--- 


For the Convention of 
The Medical and Sur- 
gical Association of the 
Southwest, at Phoenix 
November 7, 8, 9 








at 


We stward 








Ho 


You can make your home here 
at the Westward Ho while in 
Phoenix attending the conven- 
tion. Completely appointed for 
your convenience. Your early 
reservation will assure you of 
accomodations to your com- 
plete satisfaction. 


Reasonable Dining Room Prices 


Geo. W. Lindholm 


President and Managing Director 
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ARIZONA BOARD OF MEDICAL EXAM- 
INERS 

At the July meeting of the Board, held in 
Phoenix, the following men were granted li- 
censes to practice medicine and surgery: 

Dr. Thomas G. Reynolds, of Los Angeles;. gradu- 
ate of the College of Medical Evangelists, 1923; 
by reciprocity with California. 

Dr. Emmo D. Berends, of Phoenix, Ariz.; graduate 
of Louisvilie University, of 1921; reciprocity with 
Kentucky. 

Dr. Arnott K. Duncan, of Bisbee, Ariz.; graduate 
of Tulane University, 1912; reciprocity with Louisi- 
ana. 

Dr. Guy C. French, of Phoenix, Ariz.; graduate of 
St. Louis University, 1926; reciprocity with Missouri. 
Dr. French is associated with Dr. W. O. Sweek of 
Phoenix. 

Dr. William Langsford, Tucson; graduate of Den- 
ver and Gross Medica! School, 1903; reciprocity with 
Oklahoma. 

Dr. Kim D. Curtis, Phoenix; graduate of Balti- 
more Medical College, 1907; reciprocity with Mis- 
souri. 

Dr. Arthur E. Burgher, St. Joseph, Mo.; graduate 
of Keokuk Medical College, 1902; reciprocity with 
Missouri. 

Dr. Gould T. Wells, Gila Bend, Ariz.; graduate of 
University of Arkansas, 1927; by examinaiton. Dr. 
Wells takes over the work resigned by Dr. L. H. 
Richards, who has moved to Tucson. 

Dr. Juan S. Gonzales, Nacozari, Mexico; graduate 
of University of Oklahoma, 1927; by examination. 

Dr. John K. Moeur, Tempe, Ariz., graduate of Uni- 
versity of Illinois, 1928; by examination. Dr. Moeur 
is a son of Dr. B. B. Moeur, and is to be associated 
in practice with his father. 

Dr. Lucius C. Alston, Mesa, Ariz.; graduate of the 
University of West Tennessee, 1918; by examina- 
tion. 

Dr. Adiel R. Scott, Nogales, Ariz.; graduate of 
Atlanta College of Phys. and Surg., 1902; by reci- 
procity with Georgia. 

Dr. Oscar W. Thoeny, Phoenix, Ariz.; graduate of 
University of Minnesota, 1928; reciprocity with the 
U. S. Navy. Dr. Thoeny is to be associated with Dr. 
J. J. McLoone, of Phoenix, in practice of the spe- 
cialty of eye, ear, nose and throat. 

At the regular meeting of the Board, held 
in Phoenix, the first week in October, the fol- 
lowing physicians and surgeons received li- 
cense to practice in Arizona: 

Dr. Donald E. Maynard, Durango, Colo.; gradu- 
ate of Northwestern University, 1922; by reciprocity 
with Colorado. 

Dr. Wm. M. Maloney, Los Angeles, Calif.; gradu- 
ate of Cornell University, 1924; by reciprocity with 
California. 

Dr. James S. Brown, Jr., Kaibab Forest, Ariz.; 
graduate of Tulane University, 1925; by reciprocity 
with National Board of Medical Examiners. 

Dr. John T. Barbee, Phoenix; graduate of Bell- 
vue Hospital Medical College, 1896; by reciprocity 
with Tennessee. 

Dr. George O. Bassett, Whipple, Ariz.; graduate 
of George Washington University, 1919; by reci- 
procity with District of Columbia. 

Dr. Adam McC. Byrd, Northfolk, W. Va.; gradu- 
ate of Medical College of Virginia, 1898; by reci- 
procity with Virginia. 

Dr. James R. Wedel, Keokuk, Iowa; graduate of 
Keokuk College of Physicians and Surgeons; 1897; 
by reciprocity with Iowa. 

Dr. Ernest S. Roberts, Bisbee, Ariz.; graduate of 
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Rush Medical College, 1928: reciprocity with Na 
tional Board of Medical Examiners. 

Dr. George B. Irvine, Tempe, Ariz.; graduate of 
University of Illinois, 1920; reciprocity with Minne 
sota. 

Dr. Edward M. Parham, Tombstone; graduate of 
Tulane University, 1898; by reciprocity with Nev 
Mexico. Dr. Parham comes to Tombstone from Gal 
lup, N. M. 


Dr. Roy I. Theisen, Tucson, Ariz.; graduate of 


University of Iowa, 1925; by reciprocity with lowa. 

Dr. Sydney V. West, Los Angeles; graduate 0! 
University of California, 1903; by rceiprocity wit! 
California. 

Dr. Robert C. Kirkwood, Benson, Ariz.; graduate 
of Jefferson Medical College, 1908; by reciprocity 
with Pennsylvania. 

Dr. Archie P. Kimball, Yuma, Ariz.; graduate o 
Creighton Medical College, 1908; by reciprocity wit! 
South Dakota. 

Dr. Charles V. Barley, Tucson, Ariz.; graduate o 
Stanford Univehsity, 1928; by examination. 

Dr. L. D. Dewey, Bisbee, Ariz.; graduate of Uni 
versity of Nebraska, 1928; by examination. 

Dr. Charles S. Powell, Yuma, Ariz.; graduate oi 
Tulane University, 1928; by examination. 

Dr. Francis I. Powers, Jerome, Ariz.; graduate o 
Creighton University, 1926; by examination. Dr. 
Powers is on the staff of the United Verde Hos 
pital. 

Dr. Hilton J. McKeown, Phoenix; graduate of Mc 
Gill University, 1927; by examination. 


Dr. Robt. K. Hilton, Morenci, Ariz.; graduate of 


University of Chicago, 1929; by examination. 


ABSTRACT OF THE PROCEEDINGS OF THE 
HOUSE OF DELEGATES AT THE PORTLAND 
SESSION OF THE AMERICAN MEDICAL AS 
SOCIATION, JULY 8-12, 1929. 





The Ejightieth Annual Session of the American 
Medical Association was held in Portland, Oregon 
July 8 to 12, 1929, 


The House of Delegates convened at 10:00 a. m., 


July 8, and was called to order by the Speaker, D: 
F. C. Warnshuis of Micigan. 

The minutes of the Seventy-ninth Annual Sessio’ 
were approved as printed. 
the speaker, the president and_ the president-elec 
were heard by the House and referred to the Refe: 
ence Committee on Reports of Officers. These ad 
dresses appeared in The Journal of the American 
Medical Association for July 20, 1929. 
the Board of Trustees, of the Secretary, of councils 
and of other standing committees were submitted t 
the House and referred to reference committees. 

That part of the report of the Board of Trute: 
dealing with the need for a new building to hous 
the activities of the Association was referred to 
special committee appointed by the Speaker on aut! 
orization of the House, 

HISTORY OF THE AMERICAN MEDICAL 

ASSOCIATION 


The annual addresses of 


Reports of 


Dr. William Allen Pusey, delegate from Illinois. 


submitted a resolution providing for the appointmen 
of a committee by the Board of Trustees to direct 
the preparation and publication of a comprehensiy 
history of the Association. This resolution, havin 
been referred to the Board of Trustees, was re 
ommended for adoption and the recommendation wa 
approvd by the House of Delegates. 


PRACTICE BY CORPORATIONS AND OTHE! 


GROUPS AND THE RELATIONSHIP OF 
PHYSICIANS THERETO 


Dr. William Allen Pusey, delegate from Illinois, 


presented a resolution providing that the Judici: 
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HE demonstration of a Victor Vario-Fre- 
quency Diathermy Apparatus will thoroughly 


in “She Factor of 
Reliability in Diathermy Apparatus 


Such a record offers eloquent proof that the prin- 
ciples of design are correct, that the selection of 


convince you of its ability to deliver a smooth high quality materials is considered paramount, 


heat, deep within the tissues of 
any affected part for which heat 
is prescribed, and easily regulated 
to the point of comfort and tol- 
erance of the patient. 

The purchaser of a Victor 
Vario-Frequency Apparatus is 
assured that the outfit will prove 
just as efficient and reliable in 
his practice, day in and day out, 
as it is on demonstration. Factory 
records on this outfit show that 
only one out of every four hun- 
dred installed has been returned 
because of defect in material or 
workmanship. 


Refinement of control for treat- 
ing finger, eye or ear—massive 
current output for hip joint, 
chest and auto-condensation 
technic—both are available in 
the Victor Vario-Frequency 
Apparatus. 


SERIO TRS 
ee 


and that skilled workmanship 
with the best manufacturing facil- 
ities prevail—all of which con- 
tribute to this score of 99.75% 
perfect. 


The increasing use of diathermy 
warrants your serious considera- 
tion of the Victor Vario-Frequency 
Apparatus—a wise investment on 
a known quantity. May we send 
you some abstract material from 
medical literature, pointing out 
the value of diathermy to your 


individual practice? 


VICTOR X-RAY CORPORATION 


Manufacturers of the Coolidge Tube 
and complete line of X-Ray Apparatus 


OR Physical Therapy Apparatus, Electro- 
per cardiographs, and other Specialties 


2012 Jackson Boulevard Branches in all Principal Cities Chicago, Illinois, U.S.A. 














A GENERAL ELECTRIC ORGANIZATION 


DALLAS, TEXAS—VICTOR X-KAY CORPORATION OF TEXAS 
316-318 Medical Arts Bldg. 
LOS ANGELES, CALIF., MEDICO-DENTAL BLDG. 
REGIONAL SERVICE DEPOTS 
San Antonio—Medical Arts Bldg. Houston—322 Medical Arts Bldg. 
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Council of the Associtaion be asked to present to the 
House of Delegates at the annual meeting in 1930 a 
comprehensive statement for the guidance of the 
American Medical Association concerning the prac- 
tice of medicine by corporations, by clinics, by phil- 
anthropic organizations, by industrial organizations 
by demonstrations and by similar organizations, and 
concerning the relationship of physicians thereto. 
This resolution was considered by the House of 
Delegates in executive session. The resolution was 
adopted. 
HOME FOR INDIGENT PHYSICIANS 
Dr. J. Norman Henry of Pennsylvnaia submitted 
the report of a special committee appointed to study 
the need for the establishment of a home for needy 
physicians. This report was referred to the Board 
of Trustees and was recommended for adoption. Af- 
ter discussion by several delegates, the recommend- 
ations of the Board of Trustees were approved, and 
the report of the committee adopted. The report of 
the committe advised against the establishment by 
the Association of a home or:homes for indigent 
physicians and expressed the opinion that “it is not, 
nor should it be, a function of the American Medi- 
cal Association at this t’me to undertake the care 
of indigent physicians in any way.” 
LISTS OF PHYSICIANS IN CLASSIFIED TELE- 
PHONE DIRECTORIES 
Dr. G. Henry Mundt, delegate from Illinois, sub- 
mitted a resolution providing that when publishers 
of classified telephone directories impose a charge 
for listing the names of ethical physicians in such 
directories, component county medical societies of 
the American Medical Association be advised to dis- 
continue such listings in classified directories. The 
Reference Committee on Legislation and Public Re- 
lations, to which this resolution was referred, rec- 
ommended the adoption of the resolution. and the 
recommendation of the Reference Committee was 
approved by the House of Delegates. 
ENDORSEMENTS OF THE METHODS OF THE 
DEPARTMENT OF COMMERCE IN THE 
SELECTION OF MEDICAL EXAMINERS 
Dr. Albert Soiland, delegate from California, sub- 
mitted a resolution providing that the American 
Medical Association should endorse “the medical 
work of the Department of Commerce, its methods 
of physical examination and its method of selection 
of medical examiners, and urge that the same high 
standards be continued and offers the support of the 
American Medical Association in furthering the spe- 
cialty of aviation medicine.” This resolution, re- 
ferred to the Reference Committee on Hygiene and 
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Public Health, was favorably reported and was 
adopted by the House of Delegates. 

DANGERS OF ILLUMINATING GASES AND 
GASES USED IN ELECTRICAL 
REFRIGERATION 
Dr. J. W. Van Derslice, delegate from Illinois, 
submitted a resolution providing for the appointment 
by the Board of Trustees of a committee to study 
and report on the menaces to health and to life from 
carbon monoxide gas as a constituent of illuminat- 
ing gas and as a by-product of the combustion of 
gasoline in automobiles; on the dangers of gases 
used in electrical refrigeration, and on steps neces- 
sary to be taken for the protection of the public. 
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NEW YORK 
Frank S. Betz Company NEW YOR 
HAMMOND, INDIANA CHICAGO 


I would be pleased to receive a copy of the 
“Betzco Line for 1928,” and am sending in this 
coupon accordingly. 
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The G. Wilse Robinson Sanitarium 











and Neuro-Psychopathic Hospital 


For Nervous and Mental Disorders 
and Allied Conditions 
Alcoholism and Drug Addiction 
Pleasantly located, on a beautiful tract of 25 acres. 
Bui'dings are commodious and attractive. Room 

with private bath are available. 
Approved diagnostic and therapeutic methods used 


Occupational therapy, recreation and entertainment 


G. Wilse Robinson, M. D., Medical Director 


Office:—Suite 814-817 Medical Arts Bldg. 
34th and Broadway 


Sanitarium:—8100 Independence Road 
Kansas City, Missouri 
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THE BE EST WAY 
Feed A Baby 


There are many methods of artificially feeding 
babies. Often the physician asks What is the 


best way? 
The Answer: 


T here are no standardized babies and 
therefore no standardized foods are 
suitable for all babies. The require- 
ments of the individual baby must be 


considered. 








Thisis why the formulas of Mead’s Dextri-Maitose, 
cow’s milk and water are most popular with a 
majority of physicians, because these formulas can 
be regulated to suit the requirements of the indi- 
vidual baby. 

First Thought ~ Breast Milk. 

Second Thought Mead’s Dextri-Maltose, Cow’s 
Milk and Water. 


Scientific literature and a supply of 
Dextri-Maltose for clinical ob- 
servation will be furn- 
ished on request. 


Mead Johnson & Company 
Evansville. Indiana 


Manufacturers of Infant Diet Materials Exclusively 
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This resolution, referred to the Reference Committee 
on Hygiene and Public Health, was adopted by the 
House. 

TEACHING OF OBSTETRICS 


Dr. James R. B!oss, delegate from West Virginia, 
presented a resolution providing that the Council on 
Medical Education and Hospitals be asked. to invest- 
igate the present teaching of obstetrics in the Unit- 
ed States and to seek readjustment of the curriculum 
so that hours allotted to teaching of obstetrics be 
equal to those allotted to the teaching of surgery. 
The Reference Committee on Medical Education rec- 
ommended the amendmnt of the resolution as pre- 
sented by Dr. Bloss so that it would provide that the 
House of Delegates request the Council on Medical 
Education and Hospitals to investigate the present 
teaching of obstetrics “and make such recommenda- 
tions for increasing the clinical teaching hours of ob- 
stetrics as the results of its investigations may war- 
rant.” On motion of Dr. Mundt of Illinois, seconded 
by Dr. Mongan ow Massachusetts, the resolution was 
re-referred to the Reference Committee on Medical 
Education. At a later session this Reference Com- 
mittee recommended the adoption of the following 
resolution: 

Whereas, The time allotted for the teaching of ob- 
stetrics in the curriculums of the several medical 
schools has been cut down and is inadequate to drill 
the student thoroughly in this important major, be it 

RESOLVED, That the House of Delegates request 
the Council on Medical Education to investigate the 
present teaching of obstetrics in this counrty and 
make such recommendations for increasnig the clini- 
cal teaching hours of obstetrics as the results of its 
investigations may warrant, 

The resolution as amended by the Reference Com- 
mittee was adopted by the House of Delegats. 

AMENDMENTS TO BY-LAWS 

Dr. E. C. Thrash, delegate from Georgia, proposed 
the following amendment to the By-Laws: Amend 
Chapter XIX of the By-Laws by substituting the 
words “two-thirds” for the words “three-fourths” 
so as to permit the amendment of the By-Laws of 
the Association by a two-thirds vote of the House of 
Delegates. On recommendation of the Reference 
Committee on Amendments to the Constitution and 
By-Laws, the proposed amendment was adopted. 

ADVERTISING HOSPITALS 

Dr. Burt R. Shurly, delegate from the Section on 
Laryngology, Otology and Rhinology, presented a 
resolution providing that inasmuch as some hos- 
pitals, municipal and otherwise, have advertised in 
the daily press “and have given to the public stories 
of their special excellence and efficiency as com- 
pared with other hospitals,” such advertisements be 
collected by the Council on Medical Education and 
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Hospitals and that the “question of hospital adver- 
tising be given due consideration and reported to the 
House of Delegates at the next annual meeting and 
the rating of hospitals be affected according to the 
unethical advertising published.” 

The Reference Committee on Medical Education, 
to which this resolution was referred, recommended 
the amendment of the resolution as introduced by 
Dr, Shurly so that it would read as follows: 

RESOLVED, That any physician observing such 
advertisements be requested to send them to the 
Council on Medical Education and Hospitlas for its 
information and use in the rating of hospitals. 

The resolution as amended was adopted. 

HONORARIUMS TO SECTION SECRETARIES 

Dr. Burt R. Shurly, delegate from the Section on 
Laryngology, Otology and Rhinology. submitted a 
reso'ution providing that the sum of $100 shall be 
paid to each section secretary in addition to the hon- 
orarium now paid “to cover the actual expenses in- 
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volved in the preparation of the program and the 
presentation of the same at the annual meeting.” 
The Board of Trustees, to which this resolution was 
referred, reported that no statement had come to 
the attention of the Board indicating that the hon- 
orarium now paid section secretaries is insufficient, 
and that the Board of Trustees stands ready to make 
the Board of Trustees was approved by the House of 
Delegates. 
SUPPLEMENT TO THE JOURNAL 


Dr.Burt R. Shurly, delegate from the Section on 
Laryngology, Otology and Rhinology, submitted a 
resolution providing that the Board of Trustese be 
authorized to prepare a supplement to The Journal, 
in which papers read before sections and not accept- 
ed for regular publication in The Journal should ap- 
pear. This resolution was reported unfavorably by 
the Board of Trustees, to whom it had been refer- 
red, and the House of Delegates adopted the recom- 
mendation of the Board. 

DIGEST ON PHYSICAL- THERAPY 

Dr. Joseph F. Smith, delegate from Wisconsin, 
presented a resolution providing that the Board of 
Trustees be requested to have prepared by the Coun- 
cil on Physical Therapy a digest setting forth the 
basic principles underlying the employment of physi- 
cal agents and their mode of action on living tis- 
sue, and to publish this digest in a form which would 
be available to physicians. The Board of Trustees 
reported to the effect that a handbook of the kind 
provided for in the resolution is already in the course 
of preparation. 

EXPENSES OF DELEGATES 

Dr, Frank Smithies, delegate from the Section on 
Gastro-Enterology and Proctology, submitted a reso- 
lution providing that the Board of Trustees be di- 
rected to defray expenditures of delegates for trans- 
portation, housing and maintenance during attend- 
ance on each annual session. This resolution was re- 
ferred to the Board of Trustees, which recommend- 
ed that the resolution be not adopted. This recom- 
mendation was approved by the House of Delegates. 

NEEDS OF SMALL HOSPITALS 

Dr. T. O. Freeman, delegate from Illinois, submit- 
ted resolutions providing that the Council on Medi- 
cal Education and Hospitals be ready to make a sur- 
vey of the needs of smaller hospitals, to render all 
possible assistance to such institutions desirous of 
improving their system of records and their services 
to the public, and to offer its assistance to state reg- 
istration departments to the end that such depart- 
ments may secure such aid as they desire in con- 
nection with their classification of accredited hos- 
pitals. The Reference Committee on Medical Educa- 
tion, to which this resolution was referred, reported 
to the House of Delegates that in its opinion the in- 
vestigation begun several years ago and now being 
carried on by the Council on Medical Education and 
Hospitals would fulfill all the objects of the resolu- 
tion, and that the Reference Committee believed that 
the Council stands ready to give all possible assist- 
ance to small hospitals in solving their problems. 
The Reference Committee recommended that the 
resolution be not adopted, and this recommendation 
was approved by the House of Delegates, 

DIRECTION OF RED CROSS NURSES 

CULTISTS 

Dr. J. C. Litzenberg, delegate from Minnesota, 
submitted a resolution by the Minnesota State Medi- 
cal Association, disapproving the policy of the Amer- 
ican Red Cross in officially authorizing Red Cross 
nurses to nurse patients under the care of cultists. 
The Reference Committee on Legislation and Public 
Relations recommended that the Ameircan Medical 
Association disapprove any change in policy by 
the American Red Cross whereby the nurses of that 
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organization would be available for service to pa- 
tients, under the care of cultists, and that the Sec- 
retary of the Association communicaet with the 
proper officials of the American Red Cross and ad- 
vise that organization of the attitude of the House 
of Delegates. The recommendations of the Refer- 
ence Committee were adopted. 
NEW BUILDING 

The special committee, to which that part of the 
report of the Board of Trustees dealing with the 
need for a new building for housing the activities 
of the Association was referred, expressed its con- 
viction that it is desirable for the Association to 
have a building “that would be visible evidence of 
the dignity, importance and power of the Associa- 
tion,” and recommended that it should be left to 
the Board of Trustees to perfect plans for provid- 
ing the building. —~ 

This committee also expressed the opinion that 
the subscription price of The Journal is now rela- 
tively greatly below the price of other journals that 
approximate it in extent and quality, and suggested 
that the Board of Trustees should consider the ques- 
tion of increasing the subscription of The Journal. 

A third recommendation of the committee was 
to the effect that it would be appropriate for the 
Board of Trustees, in a building program, to solicit 
memorial contributions, both large and small, from 
members of the Association. The committee express- 
ed its conviction that as the Association shows in- 
creased evidence of strength and permanence it will 
gradually become the recipient of an increasing num- 
ber of memorial contributions. 

The report of the special committee was adopt- 
ed by the House of Delegates. 

Later in the proceedings, Dr. William Allen Pusey, 
delegate from Illinois, introduced a proposed amend- 
ment to the By-Laws providing that the subscrip- 
tion price of The Journal shall not exceed $8.00. 
This proposed amendment was adopted. by the House 
and the Board of Trustees is thereby authorized to 
increase the subscription price of The Journal to a 
sum not in excess of $8.00 a year. 

PERIODS OF PRACTICAL EXPERIENCE FOR 
MEDICAL STUDENTS 

Dr. E. J. Goodwin, delegate from Missouri, pre- 
sented a resolution that had been adopted by the 
Missouri State Medical Association providing that 
medical schools be encouraged to arrange for periods 
of practical experience for students with prcatition- 
ers of high standing, preferably in rural communi- 
ties, and that the Council on Medical Education and 
Hospitals be instructed to consider the plan propos- 
ed by the Missouri State Medical Association and, if 
the plan is found to be feasible and beneficial, the 
Council be urged to encourage medical schools to “in- 
augurate suitable methcds for providing these vaca- 
tion periods of practical experience for their stu- 
dents.” The Reference Committee on Medical Edu- 
cation reported favorably on this resolution, and it 
was adopted by the House of Delegates. 

Dr. A. T. McCormack, delegate from Kentucky, 
submitted a resolution providing that “it is the sense 
of the American Medical Association that the de- 
termination of measures necessary for insuring the 
safety of milk for human consumption is a duty and 
function of the medical profession through the duly 
constituted public health officials of this country.” 
The Reference Committee on Hygiene and Public 
Health recommended the adoption of the resolution 
and this recommendation was approved by the House 
of Delegates. 

COMMITTEE ON MILITARY AFFAIRS AND 

NATIONAL DEFENSE 

Dr. H. O. Mallory, delegate from the U. S. Army, 

presented a resolution providing for the appointment 
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by the Board of Trustees of a special permanent 
committee to be known as the Committee on Military 
Affairs and National Defense, to which shall be re- 
ferred matters pertaining to national defense and 
military preparedness. The adoption of this resolu- 
tion was recommended by the Board of Trustees and 
this recommendation was approved by the House of 
Delegates. 
NATIONAL DEFENSE ACT OF 1920 

Dr. Holman Taylor, delegate from Texas, intro- 
duced a resolution providing that the American 
Medical Association, through its House of Delegates, 
go on record as heartily approving the National De- 
fense Act of 1920. The Reference Committee on 
Legislation and Public Relations reported the resolu- 
tion favorably, and it was adopted. 
INCREASED TARIFF ON SURGICAL INSTRU- 

MENTS 

Dr. Albert Soiland, delegate from California, sub- 
mitted a resolution providing that the House of 
Delegates record its opposition to the passage of a 
bill providing for increased tariff on surgical in- 
strum nts, x-ray equipment, vacuum tubes, valve 
tubes and scientific glassware. The Board of Trus- 
tees recommended the adoption of the resolution, 
and the House of Delegates approved this recom- 
mendation. 


STANDARDS OF PHSICAL FITNESS OF AUTO- 
MOTIVE OPERATORS 

Dr. H. C. Macatee, delegate from the District of 
Columbia, presented a resolution setting out that 
sight and hearing and providing that the House of 
Delegates “consider the advisability of amending the 
present standards of physical fitness of automotive 
operators, adopted by this Association, by the adop- 
tion of standards of mental and moral fitness to be 
recommended for adoption by the several states as 
a condition for issuing licenses to operate motor ve- 
hicles, and that this resolution be referred to a spe- 
cial committee for consideration and report at the 
next annual session.” The Reference Committee on 
Hygiene and Public Health recommended the adop- 
tion of the resolution. On motion of Dr. G. Henry 
Mundt, delegate from Illinois, the resolution was 
amended by deleting a statement in the preamble to 
the effect that relatively few accidents occur be- 
cause of defects of sight and hearing. The resolu 
tion as amended was adopted. 

MEDICAL EXPERT OPINION 

Dr. Tom B. Throckmorton, delegate from the Sec- 
tion on Nervous and Mental Disesaes, submitted the 
following resolutions, which had been approved by 
that Section: 

Whereas, The House of Delegates of the Ameri- 
can Medical Association has previously expressed its 
dissatisfaction with the present status of medical 
expert spinion evidence and has expressed its ap- 
proval of the efforts of the American Bar Associa- 
tion and of the various bar and medical societies 
to correct by remedial legislation and by changes 
in court procedure the present undesriable features 
of the introduction of such evidence, and 

Whereas, The American Psychiatric Association 
and the National Crime Commission are devoting 
much study to the subject of such evidence, particu- 
larly as relates to psychiatric matters in crimina! 
cases, with a view to improving procedure, and 

Whereas, The Criminal Law Section of the Amer- 
ican Bar Association has appointed a committee to 
collaborate with a committee of the Amreican 
Psychiatric Association about a betterment of the 
present undesirable situation, and 

Whereas, Such efforts are of vital interest and 
importance to the entire medical profession, be it 
therefore 

RESOLVED, That the House of Delegates of the 
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American Medical Association express its continued 
interest in the correction of the abuse of medical ex- 
pert opinion evidence, and that it offer to the Ameri- 
can Bar Association, the American Psychiatric As- 
sociation, and the National Crime Commission, the 
various state and county medical and bar associa- 
tions, and such other reputable organizations as are 
actively pursuing efforts directed toward such cor- 
rection, the assistance and cooperation of the Amcri- 
can Medical Association in promoting the passage 
of appropriate legislation and in bringing about 
suitable changes in court procedure with reference 
to such evidence, and be it further 

RESOLVED, That the House of Delegates ap- 
proves the principle of securing in the case of all 
capital charges and in the case of as many other 
criminal charges as the psychiatric facilities of the 
state will permit an impartial and routine mental 
examination of the defendant in advance of the trial 
as a mans of obviating the contentious introduction 
of partisan testimony, and that it approves further 
the principle of removing as far as possible the 
question of sanity from the trial iteslf, reserving 
the employment of psychiatric data for a post-trial 
inquiry to determine what treatment is appropriate 
to the convicted person, and be it further 

RESOLVED, That a copy of this resolution be 
forwarded to the American Bar Association, the 
American Psychiatric Association, and the National 
Crime Commission. 

On motion of Dr, Throckmorton, seconded by Dr. 
A. T. McCormack, delegate from Kentucky, and af- 
ter discussion by various members of the House, 
these resolutions were adopted by the House of Del- 
egates. 

RESOLUTION FROM SECTION ON 
TOLOGY AND SYPHILOLOGY 

Dr. F, W. Cregor, delegate from the Section on 
Dermatology and Syphilology, submitted resolutions 
providing that treatment for hypertrichosis by the 
tricho system and by allied systems employing radi- 
ation be condemned as highly dangerous to the pa- 
tient, and “that all cases presenting the effects of 
this type of treatment and seen by members of the 
medical profession be reported to the Bureau of In- 
vestigation of the American Medical Association.” 
The resolutions were adopted. 

AMENDMENT TO THE PRINCIPLES OF MED- 
ICAL ETHICS 

The Judicial Council, in its report to the House of 
Delegates, recommended that Section 3, Aritcle VI, 
Chapter II of the Principles of Medical Ethics be 
amended by substitutnig the following: 

COMMISSIONS 

Sec. 3.—When a patient is referred by one physi- 
cian to another for consultation or for treatment, 
whether the physician in charge accompanies the 
patient or not, it is unethical to give or to receive 
acommission by whatever term it may be called or 
under any guise or pretext whatsoever. 

This recommendation of the Judicial Council was 
adopted by the House of Delegates, and the Prin- 
ciples of Medical Ethics were so amended. 

ELECTION OF OFFICERS 

The following officers were elected: 

President-Elect, William Gerry Morgan, Washing- 
mm D.C. 

Vice-President, Ernst A. Sommer, Portand, Ore- 
gon. 

Secretary, Olin West, Chicago. 

Treasurer, Austin A. Hayden, Chicago. 

Speaker of the House of Delegates, F. C. Warns- 
huis, Grand Rapids, Michigan, 

Vice Speaker of the House of Delegates, Albert E. 
Bulson, Fort Wayne, Indiana. 


DERMA- 
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Member of the Board of Trustees, D. Chester 
Brown, Danbury, Connecticut, re-elected. 

Member of the Board of Trustees, Allen H. Bunce, 
Atlanta, Georgia, to succeed E. H. Cary, Dallas, 
Texas. 

The President, Dr. M. L. Harris, made the follow- 
ing nominations for standing committees: 

Judicial Council, James B. Herrick, Chicago. 

Council on Medical Education and Hospitals, M. 
W. Ireland, Surgeon General, U. S. Army; James S. 
McLester, Birmingham, Alabama. 

Council on Scientific Assembly, Lewis H. McKin- 
nie, Colorado Springs, Colorado. 

These nominations by the President were confirm- 
ed by the House of Delegates. 

Detroit, Michigan, was selected as the place for 
holding the next annual session of the American 
Miidical Association in 1930. 
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